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LIFT THE 
DEPRESSION 


Lift the depression with Marplan. Marplan has been shown to 
be considerably more potent than certain other amine oxidase 
regulators. While clinically such increase in potency has hereto- 
fore been associated with increased side effects, Marplan strikes 
a happy balance of potency/safety. Marplan has shown mark- 
edly fewer of the side reactions of the hydrazines (such as 
orthostatic hypotension, constipation, jitteriness, peripheral 
edema, skin rash). Moreover, throughout the extensive clinical 
investigations, no liver damage has been reported. Marplan is an 
amine oxidase regulator, however, and like all of these agents, 
it is contraindicated in the presence of liver or kidney disease. 


Indications range from moderate to severe psychiatric disorders 
with associated symptoms of depression, withdrawal or regres- 
sion. Marplan is also valuable as an adjunct in psychotherapy 
to facilitate the patient’s responsiveness. Complete literature 
giving dosage, side effects and precautions is available upon re- 
quest and should be consulted before prescribing. 


Supplied: 10-mg tablets in bottles of 100 and 1000. 
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Nerv. System, 20:269, 1959. 2. G. C. Griffith, Clin. Med., 6:1555, 1959. 3. R. B. 
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AN OFFICIALLY APPROVED INSTRUMENT 
HAS ALSO — APPROVAL. 


for 
UNEQUALLED EASE 
OF OPERATION 

in 

A.C. SHOCK THERAPY 


SAFE 


The Mot-ac tl, provides the highest degree of complete electrical 
isolation, by far exceeding official code requirements, to assure the 
maximum in safe operation. 


EFFECTIVE 


Clinical results have been uniformly excellent. Side effects are auto- 
matically reduced. The MoL-ac 11 is acclaimed internationally by lead- 
ing physicians and institutions. 


AUTOMATIC 


The Mot-ac 11 provides a highest initial current to initiate seizure 
“gon with an automatic reduction to safe low voltage in every case. 
nstantly and automatically re-set for repeated treatments. With the 
MoL-ac 11, doctors report they are now certain of full seizure each 
treatment even with large doses of muscle relaxants. 


EASY TO USE 


Controls are simplified — one 3-position current intensity dial and 
one treatment switch. Just plug in ordinary AC current and the MoL-ac 
1 is ready for immediate use. The Mot-ac 1 has a handsome walnut 
case. Attractively priced at $100.00 complete with finest physician's 
bag of genuine leather and attachments. 


DURABLE 


Ingenious design with only one moving part. Remarkable freedom 
from service requirement. 


Also available—Reiter Model SOs, the advanced, most effi- 
cient instrument combining the strongest convulsive UNIDIREC- 
TIONAL currents with powerful yet gentle sedative currents. 
(Many additional features included.) Literature on request. 


REUBEN REFPER, Se.D. weer st, New vorK 96, 
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Nardil 


brand of phenelzine dihydrogen sulfate 
A TRUE ANTIDEPRESSANT 


A true broad-range antidepressant, Nardil 

has been proved “... efficacious in all vari- 

eties of depression—the neurotic, the re- 

active and the psychotic including senile 

psychoses, involutional depressions and 

manic-depressive (endogenous) depres- 

sions.” It will help you treat your de- 

pressed patients by improving their ability 

“*'..to accept, deal with and accomplish 

the requirements of psychotherapy.” As 

for speed of action, one typical clinical 

report states “... remissions occurred from 

3 to 14 days after the start of therapy, and 

a maximum improvement was always no- 
sitiaacieui mam ticed not later than 5 weeks after the onset 
nonpsychotic of therapy.” A less than 2% incidence of 
_ reported significant side effects‘ provides 


} depress sive | a high therapeutic margin for hospitalized 


patients and “...makes this drug particu- 
S tates larly desirable for ambulatory use.”* 


Full dosage information, available on request, 
should be consulted before initiating therapy. 


References: 1. Dorfman, W.: The New Approach to 
Depression, WORLD-WIDE ABSTRACTS OF GENERAL MEDI- 
cine 2:10 (November) 1959. 2. Dickel, H. A., et al.: 
Tension Fatigue States and Their Adjunctive Treat- 
ment Using Nardil, cLinicat 6:1579 (September) 
1959. 3. Sainz, A.: The Phrenopraxic Activity of a 
Non-noxious Antidepressant, ANN, NEW YORK ACAD. 
sc. 80:780-789 (September) 1959, 4. Nardil Package 
Brochure (October) 1960. 5. Furst, W.: Psychopharma- 
cological or Electrical Therapy of Severe Endogenous 
Depression, 3. M. soc. New Jersey 57:3 (March) 1960. 
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AN OFFICIALLY APPROVED INSTRUMENT 7 
WHICH HAS ALSO WON POPULAR APPROVAL. 


UNEQUALLED EASE 
OF OPERATION 


in 
A.C. SHOCK THERAPY 


SAFE 

The Mot-ac 11, provides the highest degree of complete electrical 
isolation, by far exceeding official code requirements, to assure the 
maximum in safe operation. 


EFFECTIVE 

Clinical results have been uniformly excellent. Side effects are auto- 
matically reduced. The MoL-ac 11 is acclaimed internationally by lead- 
ing physicians and institutions. 


AUTOMATIC 

The Mot-ac 11 provides a highest initial current to initiate seizure 
pattern with an automatic reduction to safe low voltage in every case. 
Instantly and automatically re-set for repeated treatments. With the 
MoL-ac 1, doctors report they are now certain of full seizure each 
treatment even with large doses of muscle relaxants. 


EASY TO USE 

Controls are simplified — one 3-position current intensity dial and 
one treatment switch. Just plug in ordinary AC current and the MoL-ac 
Il is ready for immediate use. The Mot-ac 11 has a handsome walnut 
case. Attractively priced at $100.00 complete with finest — . 
bag of genuine leather and attachments. 


DURABLE 
Ingenious design with only one moving part. Remarkable freedom 
from service requirement. 


Also available—Reiter Model SOS, the advanced, most effi- 
cient instrument combining the strongest convulsive UNIDIREC- 
TIONAL currents with powerful yet gentle sedative currents. 
(Many additional features included.) Literature on request. 


REUBEN REITER, Sc.D. 6: wesz sv., New vorx 36, N. Y. 
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ibrium, as thousands of physicians have discovered, is an extraordinarily effective 
agent for the relief of anxiety, agitation and tension. But the fact that Librium 
can produce dramatic results—often in previously refractory cases—should not 
restrict its use, exclusively or even primarily, to the more “difficult” patient. Actually, 
reactions to temporary or environmental stress can often be alleviated with a pre- 
scription for Librium. Many disturbances of gastrointestinal or cardiovascular function 
contain emotional components strikingly amenable to Librium therapy. So do certain 
gynecologic and dermatologic conditions. You will find new Librium 5 mg particularly 
suitable for this type of treatment. Librium 5 mg is also recommended for children 
and geriatric patients, in the presence of debilitating disease, and wherever a more 

flexible dosage schedule is desirable. | 

a | RIUM 
Division of Hoffmann-La Roche Inc. 

available on request, before prescribing, th@ SUCCessor to the tranquilizers 
LIBRIUM® Hydrochloride — 7-chloro-2-methylamino-5- phenyl-3H-1,4-benzodiazepine 4-oxide hydrochloride 
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... tremor controlled” 
... functional efficiency restored 


IN PARKINSONISM and in drug-induced parkinson-like syndrome, 
| Parsidol is a specific for control of tremor.'!+ By lessening rigidity 
and improving muscle coordination, Parsidol increases finger dex- 
terity and restores functional efficiency. The patient's regained ability 
to do more things with greater case contributes immeasurably to his 
degree of self-confidence and his outlook for the future. 

Usually effective by itself in maintenance doses of 50 mg. q.i.d., 
Parsidol is also compatible with most other antiparkinsonian agents 
and can be used in combination when necessary. Geriatric patients, 
in particular, tolerate Parsidol exceptionally well. 

® brand of ethoproparine hydrochloride 


for the control of tremor ie 


1. Schwab, R. S. and England, A. C.: J. Chron. Dis. 8:488 (Oct.) 1988. 
2. Kruse, Walter K.: Dis. Nerv. System 21:80 (Feb.) 1960. i 
3. Schwab, R. S.: Geriatrics 14:545 (Sept.) 19589. 
4. Doshay, L. J., et al.: J-A.M.A. 160:348 (Feb. 4) 1956. 


i Full dosage information, available on request, should be consulted before initiating therapy. 
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THORAZINE® 


brand of chlorpromazine 


can rapidly control agitation, 


leaving the patient rational, docile and receptive to the 
hospital treatment program. “Thorazine’ is so effective in 
severely agitated patients because it provides an intense 
tranquilizing effect for control of both emotional and phys- 
ical overactivity; and, especially at higher initial dosages, 
a soporific effect for added control of physical overactivity. 


Smith Kline & French Laboratories, Philadelphia 


leaders in psychopharmaceutical research 


Because it sustains relief of 

myasthenia gravis symptoms 

up to two and one-half times 

as long’as the regular tablet, 

new MESTINON TIMESPAN 

often “el liminates the need for 

sleep interruption to take 

_ further medication and leads to 

better strength in the morning.’’* 

For treatment during waking 

hours, MESTINON TIMESPAN 

offers greater convenience, 

3 _ prolonged relief on fewer 

i individual oses, and unprece- 

dented freedom from 

3 muscarinic side effects 
VOSAGE: 1-6 tablets daily in 


pra. In exceptionally severe case 


Schematic drawing of nerve svg 
imstriated muscle tissue. By inbibiting 

destruction of acetylcholine at this 

: junction, Mestinon acts, specitically 

reestablish 

neuromuscular 

control and relieve 


—brand of pyridostigmin bromide 
bromide) 


in sustained release tablets — requires fewer individual doses 


ROCHE LABORATORIES: Division of Hoffmann-La Roche Inc+ Nutley 10, New Jersey 


Why Deprol is the first drug 


to use in depressions 


Clinical reports indicate that many depressions can be 
relieved by Deprol and psychotherapy, without recourse 


to more hazardous drugs or EST. 


Deprol relieves the patient’s related anxiety, insomnia 
and anorexia without danger of overstimulation, 

thus permitting better rapport to be established sooner, 
and facilitating more effective treatment. 


Deproil acts without undue delay. Its effect can be 
determined quickly. If unusual cases require additional 
or alternative therapy, this will be quickly discernible. 


Deprol can be controlled — there is no lag period of 

a week or two over which drug effects continue after 
medication is stopped. In cases where alternative 
therapy may be needed, it can be started at once. 


Deprol is safe — does not produce liver damage, 
hypotension, psychotic reactions or changes in sexual 
function; does not interfere with other drug therapies. 


“Dep 


Composition: Each tablet contains 

1 mg. 2-diethylaminoethyl] benzilate 
hydrochloride (benactyzine HCl) and 
400 mg. meprobamate. 

Supplied: Bottles of 50 light-pink, 
scored tablets. 

Dosage: Usual starting dose is 1 tablet 
q.i.d. When necessary, this dose may 
be gradually increased up to 

3 tablets q.i.d. 


“WALLACE LABORATORIES 
V4 Cranbury, N. J. 


benactyzine + meprobamate 


Bibliography (11 clinical studics, 764 patients) : 

1. Alexander, L. (35 patients): Ch herapy of dep ion 
Use of meprobamate combined with benactyzine (2-diethyl- 
aminoethyl benzilate) hydrochloride. J.A.M.A. 166:1019, March 
}, 1958. 2. Bateman, J. C. and Carlton, H. N. (50 patients): 
Meprobamate and benactyzine hydrochloride (Deprol) as ad- 
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Med. & Clin. Therapy 6:648, Nov. 1959. 3. Bell, J. L., Tauber, 
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In the treatment of 27 


severely retarded patients, 


Stelazine’ “was superior 


brand of trifluoperazine 


to any of the drugs 


previously used....”’ 


Vasconcellos! administered ‘Stelazine’ to 
21 mentally retarded patients, 15 of whom 
showed EEG evidence of brain damage. 
Their I.Q.’s ranged from 14 to 79, and 
their ages from 14 to 29 years. All had 
severe behavior problems, manifested in 
such ways as self-mutilation, destruction to 
property, soiling, overt masturbation and 
general unmanageability. 


Over a period of seven months, ‘Stelazine’ 
therapy “resulted in marked improvement 
in [this] group of 21 patients . . . all of 
whom had received previous ataractic 
medication unsuccessfully.”” The author 
concluded that ‘Stelazine’ “‘was superior 
to any of the drugs previously used in the 
management of this group of patients.” 


1. Vasconcellos, J.: Clinical Evalua- 
tion of Trifluoperazine in Maximum- 
Security Brain Damaged Patients 
with Severe Behavioral Disorders, J. 
Clin. & Exper. Psychopath. 27:25 
(Jan.-Mar.) 1960. 
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A PRACTICAL JOURNAL ON PSYCHIATRY AND NEUROLOGY 


Psychoanasynthesis* in Action in a Mental Hospital 


GEORGE VLAVIANOS, M.D., and LUDWIG FINK, M.D. 


Introduction 


After the tranquilizing agents proved their 
clinical usefulness, the possibility of liberal- 
izing hospital care with the institution of an 
open door system and a patient government 
program became evident. On the threshold 
of this new era, the New York State Depart- 
ment of Mental Hygiene encouraged state 
hospitals to inaugurate such programs. The 
primary objective of the proposal is to study 
the effect of personal freedom as a tool in 
the patients’ social re-education and rehabil- 
itation. 

In June 1957 Kings Park State Hospital 
initiated a pilot program in the Veterans’ 
Unit. This hospital is situated in a semi- 
rural area of Suffolk County, New York, and 
houses approximately 9,500 patients in build- 
ings spread over about 830 acres. There are 
no fences or other physical enclosures around 
the hospital, With the exception of “Honor 
Card Patients,” who have the privileges of 
the grounds, the patients were closed in the 
wards. They were led in supervised groups 
to recreational and occupational therapy ac- 
tivities. Therapies such as ECT, insulin 
coma and psychosurgery are administered; 
tranquilizing drugs have been in use since 
1954. 

The pilot group (3B, Veterans’ Division) 
at that time consisted of 669 male patients, 
chronically psychotic adults, of all ages and 
in all stages of mental illness. These pa- 
tients were housed in six large, over-crowded 
wards, which in hospital vernacular, were 
referred to as the “deteriorated ward,” the 


*Mind reconstruction. (Introcuced by the first of 
the authors.) 

From Kings Park State Hospital, Charles Buck- 
man, M.D., Director. 


“semi-disturbed ward,’ the “disturbed 
ward,” and the “‘better wards.” There were 
no phys:cal facilities in this service to which 
patients suitable for the Open-Ward with 
Self-Government Program could be sepa- 
rated. Of the entire group, only 58 pa- 
tients had “Honor Cards” and most of these 
were elderly patients who had been hospital 
residents for many years. The staff of this 
group at that time consisted of two psychia- 
trists (the writers), nursing and attendant 
personnel, 

With the use of tranquilizing drugs, the 
authors witnessed the alleviation of many 
secondary symptoms, i.e. less destructive- 
ness and a decline in the need for mechani- 
cal restraints and protective environment. A 
greater amenability to psychotherapeutic in- 
fluence was also observed. Following these 
improvements, the writers felt that the pa- 
tients would be given more freedom. It was 
realized that the hospital should be instru- 
mental in the social re-education of the pa- 
tient and that it should serve as a testing 
ground for the patients social acceptability. 
Therefore, the task of preparing this type of 
pilot program was a challenge greeted with 
enthusiasm. 


Orientation of Personnel 


The first step was to create an atmosphere 
of complete understanding of the program 
by the nurses and attendants to insure their 
whole-hearted cooperation. It was explained 
that the ‘“Open-Door with Patient Govern- 
ment” program was a step to active environ- 
mental therapy. This would gradually re- 
integrate the patient into society to achieve 
final psychoanasynthesis. Stress was placed 
on the role the nursing team would play in 
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creating an atmosphere of satisfaction, hope, 
and enthusiasm, Friendly interpersonal re- 
lationships between patient and staff with- 
out domination were suggested. 

The need for a constant therapeutic atti- 
tude and the creation of a home-like atmo- 
sphere on the ward were explained. The ad- 
vantage of developing a therapeutic team 
consisting of nurse, attendant, recreation 
supervisor, occupational therapist, psychol- 
ogist, social worker and clergy was pointed 
out. As might be expected, some attendants 
were sceptical about the success of the new 
program, due possibly to misunderstanding 
or lack of motivation. Weekly meetings weie 
held with these and with increased under- 
standing, good cooperation was built up. 


Orientation of Patients 


The patients themselves had harbored 
feelings of resentment, anger, even hatred 
toward the hospital and the world. They 
felt themselves mistreated and unjustly re- 
moved from society. These reactions were 
so strong and so closely interwoven with a 
feeling of mutual solidarity, that separation 
of a person from the grcup would be looked 
upon by the other patients as disloyalty. 
Through introductory meetings with the pa- 
tients the program was explained, rapport 
was established by a sympathetic attitude 
and use of underlying authoritative infliu- 
ence. Interest was aroused by demonstrat- 
ing the advantages of the program. From 
the beginning it was emphasized that the 
pillars of the Open Ward System with pa- 
tient government were, trust, responsibility, 
self-respect, respect of others and construc- 
tive work. 

Nine patients who understood the program 
and who would be able to meet any potential 
pressure from their fellow patients were se- 
lected to start the movement. Each patient 
was carefully screened in a personal inter- 
view and then all placed on the same ward. 


Group Psychotherapy 


At this point group psychotherapy was 
started. A few of the “first nine” were in- 
different, even antagonistic at the start, but 
their attitudes were changed by persistent 
therapeutic influence. A simple, serious re- 
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spect for the patient as a human being was 
shown together with a warm feeling of un- 
derstanding. Gradually, resentment and ten- 
sion lessened as patients were encouraged to 
uncover their conflicts in front of the group. 
They began to discuss their problems will- 
ingly. They expressed hope and satisfaction 
over working toward the goal of becoming 
useful members of society. Most signifi- 
cantly, the quality of their solidarity changed 
to pride in their.group and enthusiasm for 
the program. 

At this stage, they were advised to con- 
tact other patients on the ward (the big ward 
was now an advantage) and to bring in pa- 
tients, whom they believed to be interested 
in the program, for a personal interview 
with the psychiatrist. This suggestion was 
followed with fruitful results. 

At the same time all the patients of this 
ward, as well as patients on other wards, 
were systematically screened in personal 
interviews. Efforts were made to under- 
stand the individual from the point of view 
of his heredity, his psychodynamic develop- 
ment and from the releasing event as well 
as from his existential life conditions. Due 
to the fact that New York State and all the 
state mental hospitals, gather people literally 
from the four corners of the earth, special 
attention had to be devoted to the cultural 
and ethnical background of each patient. 
Those who were considered likely to benefit 
from the program were placed on the pros- 
pective open ward (previously referred to 
as the “better ward”). Other patients who 
needed protection were transferred or re- 
tained on wards which would remain closed. 


After one and a half months 60 patients 
were taking part in the group therapy ses- 
sions and this number increased as the pro- 
gram progressed. There were now free dis- 
cussions in front of the group about social 
and socio-economic factors, domestic rela- 
tions and conflicts with reality which the pa- 
tients believed had led to their hospitaliza- 
tion. False motivation, erroneous conclu- 
sions, defense mechanisms, egotistic striv- 
ings of the individual patient or group and 
unrealistic attitudes were clarified. Mutual 
help in facing problems was encouraged. 
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Self-realization and clarification of the indi- 
vidual problem by the example of others in 
the group was attempted. De-sensitization 
to incurable situations was encouraged. Self- 
respect, hope, courage in facing facts as well 
as feelings of responsibility, solidarity with 
the group and society were deepened. Isola- 
tion and concentration on one’s own thoughts 


were channelled to purposeful thinking. In-— 


decision, insecurity, guilt feelings or superi- 
ority feelings were aired. The freedom of 
decision was discussed despite physical, men- 
tal and social constraint. Will power was 
mobilized. The urge for service to society 
was awakened, interest in intellectual occu- 
pation and vocational rehabilitation were 
aroused, Training of the body through 
sports, dancing and other related activities 
was recommended as conducive to good phys- 
ical and mental health. The moral driving 
forces were lifted and directed to higher and 
better but always realistic goals along so- 
cially acceptable lines. Special attention 
was given to resistive patients. There was 
cautious support (but no favoritism) of pa- 
tients believed to be able to promote the pro- 
gram. 


Patient Government 


A number of patients had shown particu- 
lar ability to understand and promote the 
program, They had gained the confidence 
of their fellow patients and assumed leader- 
ship in the newly created community. 


It was felt that if these patients were now 
given authority based on a democratic sys- 
tem, i.e. an election of representatives by 
the patients themselves to form a patient- 
government, that such a patient government 
would be instrumental in speeding up the 
solution of many daily problems. They would 
be able to help each other through group 
recreation, group activities and through open 
forum discussions for the solution of com- 
plaints and problems. It would help erase 
from the patients’ minds the feeling that the 
hospital is a place of confinement. 

At this point, a constitution for patient 
government was drawn up with the effec- 
tive help of the patients themselves and sub- 
mitted to the hospital officials. With the ap- 
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proval of the latter, “Election Day” was 
held and the representatives of the first Pa- 
tient Government Council were chosen. Mem- 
bers assumed their various tasks. A sched- 
ule of duties in daily routine, in fixed periodic 
duties, in relaxation, in emergencies, etc., 
were set up within already existing hospital 
rules. 


The “Half-Opened” Ward 


At the end of one and a half months, the 
authors felt that patients were ready for 
more freedom on the grounds and that Honor 
Cards could be granted on a more liberal 
basis without danger to the patients them- 
selves, the hospital or society. Sixty pa- 
tients from a census of 145 on the prospec- 
tive open ward received honor cards. 

As previously mentioned, limited housing 
facilities did not permit placing these pa- 
tients by themselves, so one door of the 
ward was opened and a member of the pa- 
tient government council assumed the duty 
of controlling the coming and going of these 
patients. The feeling of responsibility was 
so strong that with the use of this procedure, 
no untoward incident occurred. More pa- 
tients from the same ward became inter- 
ested. As the rumor of the program or 
“gospel of liberalization”? spread over the 
entire hospital many patients even from 
other groups, voluntarily asked to take part 
in the Patient Government System. 


Recreational, Ergotherapy, Vocational 
Training. Because of the increase in the 
number of patients with Honor Cards, it now 
became important to find work assignments 
for each patient in which he would be in- 
terested, in which he would find satisfaction 
and which would be of practical value in his 
vocational and social rehabilitation. In ad- 
dition, more recreational activities were felt 
to be needed, since both work and recreation 
are considered as therapeutic measures 
which develop reasoning, will power, feel- 
ings of satisfaction, of healthy competition 
and obligation to the group. 


Teamwork, The team discussed earlier, 
was now realized and integrated. The 
prompt assignment of personnel for the 


oF 


130 DISEASES OF THE NERVOUS SYSTEM 


group by the hospital authorities was in- 
strumental in the progress of the program. 
Care and therapy became synthesized; a 
therapeutic ward setting was established; 
milieu therapy moved into action by coordi- 
nation of the team, United planning, co- 
operation in constant interchange of obser- 
vations and interpretation of the interac- 
tions among the staff members themselves, 
Patient Government Council, and hospital 
officials was established. 


Under the leadership of the psychiatrists, 
the whole team now encouraged the patients, 
corrected retreat on easy levels, heard, dis- 
cussed, fulfilled or rejected any wish or com- 
plaint. This served to improve every con- 
dition or occurrence not in line with present 
trends. The team immediately became aware 
of any change, improvement or relapse in 
the mental condition of every patient. It 
shaped and corrected daily emotional expe- 
riences, controlled and directed communica- 
tion and socialization of the patients, pro- 
moted constructive activities and provided 
vocational guidance. 

As a result of this total milieu therapy, 
changes became obvious. Patients known as 
“trouble makers,” ‘‘paranoids,” became co- 
operative and assumed ward duties and 
work. Patients who had been indifferent, 
“quitters,” ‘“shut-ins,” tried to reach the 
standards and demands of the program. 
There was a willingness to help one another 
and an unwritten “patient government honor 
code” was established. Increased interest 
in work and recreational activities was dis- 
played. Self-respect was reflected in im- 
proved personal appearances, and pride in 
the cleanliness of their ward. Painting of 
the wards and newly acquired furniture 
helped to create a home-like atmosphere. The 
patients began to look on the hospital as a 
therapeutic or protective institution, not as 
a “hateful place with locked doors and barred 
windows.” 

Role of Patient Government. The Patients’ 
Government Council with its Reviewing, 
Guidance, Recreational and Health Com- 
mittees, proved through its moral educa- 
tional influence to be of outstanding value 
to the individual patient as well as to the 
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group. It was instrumental in reaching the 
goal, the opening of the ward and finally, the 
“resocialization” of many patients. This 
constitution was later used as a model for 
the other patient government groups in the 
hospital. 

Open Ward, On August 16, 1957, two and 
a half months after the start of the program, 
the doors of Ward 57 were opened. All pa- 
tients selected for this ward had been given 
ground privileges and assignment to work. 
(By this time the total census of the group 
had been reduced to 555. ) 

Patients’ Newspaper. In recognition of 
the value of communication, the idea that 
the patients should start a newspaper was 
expressed from the beginning. The first 
“Patients’ News” of Kings Park State Hos- 
pital was published on March 1, 1958. The 
newspaper was distributed throughout the 
hospital to patients and personnel and was 
also sent to patients who had already been 
released. It is felt that the hospital’s ‘Pa- 
tients’ News” is a link between the individ- 
ual groups and the hospital officials, as well 
as between these groups and the relesaed 
patients. This could be of great value in 
enlightening the public . 


Setbacks. As this newly created group 
was a dynamic community, there were al- 
ways changes in the number of patients, the 
Government Council and even the team. 
There were moments of slowness, or reincli- 
nation to dull routine, There was occasional 
friction, jealousy, misunderstanding. It was 
the responsibility of the psychiatrists to in- 
tegrate these forces, to smooth out contro- 
versies, to inspire and enforce the moral 
drivings, to inhibit antagonistic compulsions. 

Preparation for Release, Family Contact, 
Selection of Job. The selection of patients 
and the group sessions had been going on 
with steadily increasing numbers. Persist- 
ent reiteration with verbal reward or criti- 
cism, performance of work or vocational 
training had been used in the stabilization 
of discipline, cultivation of decision, re-orien- 
tation and testing in social attitude. The 
time arrived when the condition of a num- 
ber of patients indicated their qualification 
for release, Closer contacts were made with 
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patient’s families. Families were taught more 
about patient’s illness and the purpose of the 
hospital as a therapeutic unit. Carefully se- 
lected job placements were made by the 
team’s social worker. 


Release. The promptly arranged releases 
through cooperation of the team and ap- 
proval by hospital authorities kept the con- 
fidence and hope of the remaining patients 
by proving that it was not a system of empty 
promises. Letters from released patients 
mirrored their successful adjustment in the 
community and expressed their feeling about 
the hospital as a “therapeutic protective” 
place. 


Hospital Patient Government Council. The 
system of open wards with patient govern- 
ment was soon extended to other groups in 
the hospital. It was initially planned to 
form a “Hospital Patient Government Coun- 
cil” in which every one of the hospital’s 
groups would have one representative. This 
proposed council would communicate regu- 
larly with the officials of the hospital and in- 
form them directly about the current wishes, 
complaints and questions of the patients. It 
was felt, however, that there might be some 
danger in rushing to unit the patients in a 
potentially powerful organization in the hos- 
pital. This might not be in line with the 
therapeutic purpose of the patient govern- 
ment, It was thought wiser to keep the status 
of cooperation in recreation activities among 
the groups. 


Patient Government Members (P.G.M.’s). 
Many patients leaving the hospital expressed 
need for continuance of contact (independ- 
ently or in combination with that offered by 
the after care clinics). The concept of cre- 
ating an association of the released P.G.M.’s 
analogous to A.A. was suggested. The mem- 
bers of such an association would meet in 
“club” sessions from time to time with the 
assistance of a psychiatrist, clergyman, so- 
cial worker or any member of the team and 
member of the acting Patient Government 
Council. The discharged patients would re- 


main in close contact with the ‘mother hos- 
pital” and assume closer contact with the 
after care clinic. Thus, an attempt would be 
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made to follow through with the therapeutic 
program begun in the hospital. The task 
would be not only to help each other in so- 
cial adjustment, but also to educate the pub- 
lic about mental illness. It is hoped that 
such an association would encourage many 
persons having difficulties in adjustment or 
with initial mental disturbance, to come for 
consultation early and voluntarily. 


“Half-Way House,’ “Day Hospital” and 
“Night Hospital.” As the stage of recovery 
advanced enough to warrant self-supporting 
work, but where family conditions were not 
favorable or were lacking, to permit release, 
the idea of ‘““Half-Way House Program” was 
studied by the members of the team. 

It was felt that the expansion of the pres- 
ently used, “Day Hospitals” for patients who 
need supervision but not hospitalization, 
might be indicated. This would be favorable 
for the release of patients, especially chronic 
cases, where no recovery with complete self- 
support can be expected. 

“Night Hospitals” might be considered as 
homes for patients who are able to keep a 
job but who need a certain amount of super- 
vision, Being a place to socialize, it would 
also facilitate patient release. 


Psychotherapeutic Approach. Group ther- 
apy sessions were not conducted by the psy- 
chiatrist with any specific preconceptions. 
Suggestion was used where it was needed, 
catharsis where catharsis was possible or 
seemed effective, intellectual reasoning 
where sufficient reason could be expected, 
appeal to emotion where emotion was pre- 
served. An attempt was made to compose 
in an eclectic way, all modes of psychother- 
apy, suggestive, persuasive, indirective, psy- 
choanalytical, existential or ‘“superpsycho- 
therapy” (Grasset). The rationale of our 
approach was based on the observation that 
despite short-comings in physical, intellec- 
tual, temperamental and behavioral compo- 
nents of the personality due to the prepsy- 
chotic make-up and psychotic process, there 
remains in many patients the fairly well pre- 
Served capacity to conceive, to approve and 
disapprove what is right and wrong. This 
moral sense and a sensitivity to human re- 
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lations and group situations are of great im- 
portance in the socialization process. 

Psychoanasynthesis. When we are not 
yet able to explain certain mental diseases 
in chemical or physical terms, we are ob- 
liged to use re-educational, moral, socio- 
ethical, behavioral regimes in the hope that 
there may ensue some response to the bio- 
chemical mechanism itself. This might bring 
to the surface, the presumably still pre- 
served moral and social qualities. These 
might become integrated with the still pre- 
served physical, mental, emotional and spir- 
itual rudiments. To anasynthesize a second- 
ary but socially acceptable personality which 
may adjust to society, is the psychothera- 
peutic educational task. During this trial 
of psychoanasynthesis, special emphasis was 
laid on positive suggestions of social ethical 
content, Often, the authors ignored or dis- 
regarded deliberately the “unhealthy part” 
and strengthened the “healthy part’ of the 
patient. They tested social assets as sensi- 
tivity to human relations. They did not ex- 
pect or work for a full recovery of the psy- 
chic censor and critic of ego impulses but 
toward an enforcement of discrimination be- 
tween what is right and wrong. 


Role of the Clergy in the Teamwork. An 
interesting question was raised by our work: 
Is closer collaboration between psychiatry 
and religion warranted? Should we specifi- 
cally include the clergy in our teamwork? 
The conclusion was that the clergy, well in- 
formed in psychology, psychotherapy and so- 
cial sciences, free from intolerance, can help 
in re-unification of the personality of the 
patient and emancipation from the hospital. 

Criteria for Selection of Patients. Not ev- 
ery patient possessed the assets for “re-so- 
cialization” due to the character or status of 
his mental condition or to primary lack of 
moral driving forces. As the pilot group 
was a veterans group consisting mostly of 
patients who had already proved in their pre- 
vious life adjustment, presence of a moral 
component in their personality, the number 
who have this moral driving force may be 
greater than those found on security wards. 
Main contraindications for the selection 
were, poor physical health (bedridden pa- 
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tients), deep deterioration, disorientation, 
delusional thought content and acute hallu- 
cinating with dangerous tendencies, acutely 
agitated states with potential violence, 
acutely depressed states with suicidal ten- 
dencies, Otherwise, the policy was to include 
the patients as early as possible in the group 
sessions and to prepare them for the open 
ward. In this program, we had patients who 
became acutely disturbed on the open ward 
and were returned temporarily to a closed 
ward. “Dangerous” patients were trans- 
ferred to the closed ward at the first sign of 
disturbance. No violence occurred because 
the team was always on guard. There is an 
immense responsibility resting on the psy- 
chiatrist, on the team, on the patient and 
the patients’ families and society, regarding 
the right selection of patients for the open 
ward, the follow-up and re-integration into 
society. The liberalization of mental hospi- 
tal care is bringing new impetus to the study 
of heredity, etiology and psychopathology of 
mental diseases to sociopsychiatry, preven- 
tive psychiatry and mental eugenics. The 
“back-ward” of the mental hospital has 
moved from its remote position to a center 
of interest of all sciences involved in mental 
hygiene. 


Summary 


Psychoanasynthesis as here used, is a 
term of operational procedure, permitting 
readjustment and release from the hospital 
of previously unresponsive mental patients. 
The psychoanasynthetic procedure makes 
dynamic use of an integrated team which in- 
cludes the patients themselves, clergy, psy- 
chologists, social workers, occupational and 
recreational therapists, nursing and other 
employees under the guidance of a psychia- 
trist, within the framework of the entire 
physical set-up of a mental hospital. The 
design, integration and operation of a psy- 
choanasynthetic program were presented. 
The therapeutic results were discussed. Fu- 
ture improvements of the initial study were 
considered. 
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Meaning of Supervision to the Psychiatric Resident 


NORMAN S. BRANDES, M.D. 


Any individual, in order to start on the 
road to sound emotional maturity, must 
learn, sooner or later, the painful, difficult 
task of self-examination, For no other is 
this sometimes confusing, always rewarding 
prerequisite for maturity, more important 
than for the psychiatrist, who assumes the 
obligation of dealing with the interpersonal 
problems of living of his fellows. He must, 
even more than others, be aware of his own 
motivations, attitudes, prejudices, frustra- 
tions, jealousies, feelings of inadequacy, hos- 
tility, dependency, lusts, perfectionism and 
other sources of anxiety. If these qualities 
and quantities enter into his therapeutic re- 
lationships, the psychiatrist may find him- 
self trapped within the uncomfortable walls 
of ‘“countertransference.” 

The handling of countertransference phe- 
nomena must be a learned technique. Ideally, 
such learning begins in the residency train- 
ing days of the psychiatrist. 

“Training in psychiatry must be centered around 
the personalities and potentialities of the residents 
in training and attempts to provide, within the 
structure of the educational process, experiences 
which are productive of the resident’s personal 


growth and maturation. In such a process, inten- 
sive and individualized supervision is the keynote.’’!5 


Clash, and therefore conflict, between the 
trainee’s own past and present experiences 
with personality needs and attitudes of pa- 
tients assigned to him, must be neutralized 
and made objective within the realism stem- 
ming from intensive supervision. Thus, the 
resident who is experiencing intense discom- 
fort because a nagging, castrating female 
patient is too much like his own mother or 
wife,, can air, examine and constructively 
evaluate the resentments and_ hostilities 
stirred up within him, Coleman writes: 


“Neurotic trends are universal and the practice 
of any psychological method of treatment will stir 
up conflicts and side reactions which the therapist 
had learned to control and balance in his ordinary 
social relationships. It is therefore not surprising 
that the beginning student of therapy finds himself 
tense and anxious as he works with his first cases. 
This is expressed in an emergence of latent neu- 


rotic reactions associated with unrealistic handling 
of problems brought forward by the patient. If the 
resident is given support and the opportunity of rec- 
ognizing these neurotic reactions through individual 
supervisory conferences, he will be able to reinte- 
grate them into his normal personality equilibrium 
and go on with successful therapy.’ 


The conflict resulting from the resident’s 
exposure to the dichotomy between the or- 
ganic vs. the psychodynamic approaches in 
psychiatry is an old one, but is more intense 
than ever. Too often, the resident is ex- 
posed to the type of “eclectic teaching” 
which unfortunately means “Our knowl- 
edge in psychiatry is incomplete and incon- 
clusive and we need to remain open-minded. 
Dynamic formulations are speculative and 
over simplified as to cause-effect relation- 
ship.”'*:*:'''* Thus the resident is asked to 
mature in a training atmosphere which min- 
imizes the one “tool” other non-medical 
schools are calling “mine too!” Branch and 
Ely wisely comment that perhaps part of the 
problem stems from attempts to find medical 
and surgical analogies for psychotherapy. 
These attempts first convey the impression 
that psychotherapy could help all emotional 
difficulties, if only there were enough people 
doing psychotherapy and secondly, impress 
the trainee that his training will include the 
learning of a specific, exacting, dramatic 
technique or procedure, similar to the 
art of application of Kielland forceps to a 
transversely arrested cephalic presentation. 

“Emotional disorders often have different compo- 
nents from those illnesses which are usually classi- 


fied as medical or surgical and consequently require 
different therapeutic approaches.’ 


However, it must be recognized and em- 
phasized that psychotherapy is not the treat- 
ment of choice in many cases; individuals 
may have psychological illness but need med- 
ical or surgical care. Those individuals with 
“nsychosomatic” complaints must first be 
exposed to thorough physical and medical 
screening before the label of ‘“psychoso- 
matic” or “psychogenic” be attached to their 
diagnostic formulations and treatment plans. 
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It is for this reason that the practice of psy- 
chotherapy is and must remain the chief re- 
sponsibility of the psychiatric physician. 
Such clarification and support, taking place 
within the confines of a secure supervisory 
relationship will help the resident resolve 
his problems of identification with the rest 
of medicine;'' he will have less of a need to 
be defensive as a physician; and he will more 
objectively and less dogmatically resolve the 
“organic vs. psychodynamic” problem. 


Often, the beginning resident may experi- 
ence the compulsion to reject all patients, 
subtly or overtly, who are not capable of 
“insight.” This need often represents a rem- 
nant attitude of medical student days.*:!*!°"" 
Such rejection may also represent a defense 
of their feeling that “just psychotherapy” 
is inadequate and any mistakes or lack of 
progress, lack of knowledge,'’ or reluctance 
to take on a difficult treatment case,'® can 
best be attributed to: “It’s because I haven’t 
had my analysis. I can’t become a good psy- 
chiatrist without analysis.” The insight of 
the therapist is sometimes far more impor- 
tant in psychotherapeutic relationship than 
the insight of the patient. An understand- 
ing senior staff physician can help the resi- 
dent to more comfortably accept limited 
goals with his patients, rather than hold out 
for the sometimes unrealistic level of ex- 
pectation which intellectual and emotional 
understanding of unconscious attitudes, fan- 
tasies and drives demand.‘ 


The report of the 1952 Cornell Conference 
on Psychiatric Education warned: 


“In stressing the importance of supervision, care 
must be taken to guard against keeping the resi- 
dent unduly dependent upon the supervisor and 
against the ever present possibility of the supervisor 
assuming the role of therapist in relation to the 
resident.14 


The built-up dependency of the resident 
upon the supervisor will be in direct propor- 
sion to the need of the resident to be depend- 
ent. If the resident is aware of his depend- 
ency needs and is ashamed of them, made 
anxious by them or is still in the process of 
working through past conflicts with parental 
figures, then he might very well deny such 
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dependency and utilize various maneuvers 
“to get out of supervision.” He will be more 
than occasionally sick on those days his su- 
pervisory sessions are scheduled, find himself 
taking vacation time during crucial periods 
of supervisory problems, make interesting 
excuses not to visit the supervisor’s house 
upon social invitation and arrange appoint- 
ments with other senior staff members as 
well as patients that will conflict with su- 
pervisory time. In short, he will erect mul- 
tiple and varied barriers and resistances to 
being supervised." 

If the supervisor is one who feels negative 
and uncomfortable with the resident trying 
so hard to deny or defend dependency needs, 
he will reinforce such patterns of behavior 
and permit his supervisory relationship to 
become meaningless. Thus, whenever such 
a supervisor does manage to see the resident 
between missed sessions, such subjects as 
sports, hospital administrative problems, so- 
cial experiences and past professional and 
wartime experiences creep into the discus- 
sion or superficial reports of the progress of 
the resident’s patients are allowed. It seems 
that the problem as mentioned in the Cor- 
nell Conference Report is not so much to 
guard against the over-dependency of the su- 
pervisee upon the supervisor, but for the 
supervisor to develop acceptable and work- 
able techniques of handling the dependency 
needs of the resident. The resident has a 
right to be dependent and should allow such 
dependency realistic fulfifillment and “work- 
ing through.” Only the immature resident 
with unresolved latent or active neurotic con- 
flicts in this area will refuse a dependency- 
supervisory relationship. The refusal to “get 
involved” in supervision because of a fear 
that overdependency on the supervisor may 
result, can become a neurotic defense mecha- 
nism that requires therapeutic intervention. 


Few residents will admit readily that an 
intense, long-term supervisory situation is 
like being in therapy. Often a resident will 
avoid supervision by utilizing the resistant 
and evasive maneuvers mentioned above be- 
cause of a fear that the experience will un- 
veil his own carefully defended personal 
sources of anxiety, such as strong feelings 
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of inadequacy, the need to be perfect, marital 
conflicts, father resentment and rivalry, etc. 
Perhaps it is time that we recognized intense 
long term supervision of the resident in psy- 
chiatric training is psychotherapy. The same 
ingredients the therapist empioys in making 
a therapeutic cup of tea are present in mean- 
ingful supervision, namely, (1) Problems 
(the resident’s personal and professional), 
(2) A rapport or relationship, (3) Insight, 
hopefully of both supervisor and supervisee 
and (4) At least support and strengthening 
of healthy defenses. It is well known that 
the phenomena of transference and counter- 
transference operate within the boundaries 
of supervision, often presenting formidable 
challenges. 

In order to obtain suitable background in- 
formation for this paper, in addition to the 
bibliographical research performed, these 
multiple part questions were asked a random 
selection of residents in psychiatric train- 


ing: 


1. Did you experience or are you experiencing in- 
Gividually supervised therapy with your patients? 
Please indicate the type and intensity, number of 
hours per week, and number of weeks or months 
of total supervision. 

2. If you had the opportunity for such supervision 
did/would you decline? If yes, why? 

3. What was/is the role of your supervisor in the 
hospital or clinic? 

4. Did you feel that intense supervision of your 
therapy was a worthwhile experience? Please ex- 
plain. 

5. What was the most difficult problem you had 
to overcome in order to assume a comfortable rela- 
tionship with your supervisor? Did you feel un- 
comfortable while in supervision because you felt 
“it seemed like being in therapy”? If so, why? 
Did you want to regard it as therapy? 

6. Did you feel that if not for your supervision 
experience, you would have lacked much needed sup- 
port? 

7. What year in psychiatric training do you feel 
supervision of the psychiatric therapy of residents 
should begin and for how long do you believe it 
should last? ? Please feel free to elaborate. 


Sixty-nine questionnaires, containing the 
above questions, were sent to various insti- 
tutions in the Mid-West area; 12 residents 
were asked these questions using the per- 
sonal interview technique. We received 31 
written replies in addition to the 12 personal 
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interviews recorded for a total of 43 written 
and oral replies to all of the questions. — 


1. Experience: Out of the total of 43 resi- 
dents 35 felt that they were receiving indi- 
vidual supervision. 

Most of these affirmative replies were 
modified by “individual but not intensive; 
for a short period of time only; I did at my 
first hospital, but not at this hospital; yes, 
after a fashion; superficially,” etc. 

2. Decline: All residents except one did 
not or would not decline supervision. One 
resident said he would not, provided that the 
personality of the supervisor was suitable, 
etc. The one resident who declined seemed 
to have some difficulty in interpreting the 
meaning of the questions, appearing from 
his answers to be foreign born. His nega- 
tive reply may have been a mistake. 


3. Role: All of the supervisors referred to 
by the residents had administrative respon- 
sibility within the institution involved (sen- 
ior staff man in charge of a unit, director of 
a clinic, assistant director, etc.). 


4. Worthwhile: All of the 43 residents felt 
that individual supervision is worthwhile, 
provided that it is not superficial; for exam- 
ple, one resident replied, “I do not feel that 
I have had the experience of intense super- 
vision, but I expect it would be worthwhile.” 
None of the residents utilizing the written 
replies, with the exception of one, defined 
what they meant by superficial or intense 
supervision; however, one may assume that 
intense supervision to a resident does not 
necessarily mean the length of time he is 
seen, or the number of times a week he is 
seen. Personal interrogation of the 12 resi- 
dents as mentioned above clarified the dif- 
ference between superficial vs. intense, since 
all 12 equated ‘‘therapeutic” with “intense.” 

5. Difficult problem—seemed like being in 
therapy, etc.: Forty per cent of the residents 
felt that emergence of hostility to authority 
figures was the most difficult problem they 
had to overcome. Three per cent felt that 
lack of knowledge was a difficult problem. 
One per cent felt that constant worry about 
what the supervisor thought of their work 
was a problem. Twenty per cent felt that 
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they had few problems to overcome in su- 
pervision, Ten per cent of the residents felt 
that intense supervision is only therapeutic 
if the supervisee and supervisor make it 
that way. Seventy per cent of the residents 
who indicated that they received supervision 
either felt they were in therapy or that their 
supervision was “something like therapy.” 
Forty per cent of these residents felt ‘“some- 
what uncomfortable” in supervision because 
it seemed like therapy and yet 55 per cent 
wanted to regard it as therapy. Five per 
cent of the residents were comfortable in su- 
pervision despite the fact they indicated 
therapeutic meaning to the supervision. 


6. Support: Of the residents who indi- 
cated they were in supervision or experienc- 
ing supervision 98 per cent felt that they 
would have lacked much needed support 
without it. 


7. Eighty per cent of the residents felt 
that supervision should continue throughout 
training. Fifteen per cent felt it should be 
for the first two years. Five per cent did 
not answer this question or indicated that 
they had no opinion. 


One sensitive and perceptive resident an- 
swered question 5, which deals with the 
presence of transference and countertrans- 
ference in the following manner: 


“This is beating around the bush! One individ- 
ual helping another is therapy! However, if the 
supervisor is even more disturbed by the case or 
the supervisee’s problems than is the resident, a 
blowup or clash always occurs and the experience 
is partly or completely a failure. In such a situa- 
tion, the resident can either quit the supervision or 
must be capable of seeing through the personality 
problems of the case, also of the supervisor, and 
then analyze the countertransference of the super- 
visor and his own transference reactions, then pos- 
sibly think over what the supervisor had to say 
that might be realistically helpful for himself or 
the treatment of the patient. With a supervisor 
who is actually an excellent, well-rounded therapist 
himself, these intermediate steps are done almost 
automatically and unconsciously and the resident 
benefits almost exactly like a patient in good psy- 
chotherapy. It’s the old story of patients and resi- 
dents growing and working through their own anx- 
ieties in a positive therapeutic relationship. If the 
relationship is negative, all the resistances must be 
worked through in order to learn anything. It 
seems to me that the anxieties of residents can be 
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held to mild levels and handled gradually in the 
training relationships. In my own case, the great- 
est difficulty was the uprooting of repressed hos- 
tile, aggressive and sadistic conflicts and feelings 
in relationship to authority figures, leading to an 
understanding of my own life pattern—past and 
present. This is the same way I hope to help pa- 
tients in my future practice.” 


The exposure of the resident to supervi- 
sion should be varied in numbers and types 
of personality of supervisors, but held to 
realistic and practical limits, lest the resi- 
dent fall into the same pot of training rota- 
tion confusion patients find themselves on 
the teaching services of long-term hospitals 
and clinics. Also, limiting the number of su- 
pervisors helps to foster healthy identifica- 
tions. The process of “Identification with 
the supervisor” is sometimes of great im- 
portance.’ Manifestations of such identifica- 
tion processes can become extreme and as- 
sume the proportion of highly personalized 
distortions, such as becoming unreasonably 
angry at the coffee “klatches” when the su- 
pervisor’s name is taken in vain, refusing to 
accept any therapeutic viewpoint but his su- 
pervisor’s, etc. 


Unfortunately, poorly controlled identifi- 
cation with a psychodynamically oriented 
senior staff man might cause the resident to 
take narrow, rejecting points of view of his 
biologically oriented colleagues and such un- 
founded remarks as: “Drug and shock men 
are lazy—it’s a lot easier to push a shock 
button than sweat through a conflict with 
a patient—they make more money, that’s 
why they use it—they are too threatened by 
the dynamic approach” may ring in loud 
whispers in the back rows of grand round 
presentations, seminars, and neuropsychiat- 
ric society meetings. One can easily see how 
harmful such attitudes can be if patients are 
denied potentially valuable therapies such as 
ECT or the phenothiazines because of them. 
It is most difficult for the resident to learn 
that sometimes, a patient in trouble can best 
be helped by respecting and accepting his 
wish to be remote, unpenetrated and pro- 
tected and therefore, not get any closer to 
a therapist than a pill or electroconvulsive 
experience would permit.® However, through 
the process of identification, supervisory rap- 
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port can become strengthened and the resi- 
dent can be helped to respect useful and im- 
portant approaches to emotional problems 
other than the psychodynamic. The identi- 
fication of the resident will be most com- 
plete and satisfactory with the supervisor 
he feels is most effective in “helping him,” 
not necessarily the first supervisor to which 
he is assigned or the one which “let him do 
what he wanted.” 


Summary 

The author realizes that the number of 
residents utilized in this study are limited in 
scope and therefore, definite conclusions 
should be withheld pending a more inten- 
sive exploration of a larger cross-section and 
geographic area of psychiatric training. 
However, it appears that the results of this 
preliminary study indicate the following: 

Intensive, long-term supervisory experi- 
ence is a necessary prerequisite for sound 
and progressive maturation of the resident 
in psychiatric training. The personal prob- 
lems of the resident might best be handled 
in a therapeutic manner. It would seem that 
teaching institutions would do well to ex- 
pound and support techniques of psychody- 
namic diagnosis and therapy more positively, 
rather than in a depreciating and supercriti- 
cal manner, thus forcing the resident into 
excessive defensiveness, confusion and a 
poor professional self-concept. Dependency 
and the therapeutic role of supervision, if 
skillfully handled, should not be minimized, 
denied, or considered as deterrents and con- 
traindications to intense supervision. Iden- 
tifications of the resident with the senior 
staff men responsible for his supervision can 
serve as useful learning catalysts, provided 
unreasonable distortions are kept to a min- 
imum. 

Broader, more intensive investigation is 
indicated on this very important and provoc- 
ative subject. 


10. 


11. 


12. 


13. 


14. 


15. 


16. 


. Arrowsmith, R. C.: 


MARCH 


REFERENCES 


. Alexander, F.: Teaching Psychodynamics. Am. 


J. Orthopsychiat., 17: pp. 605-608, Oct. 1947. 


. Anderson, R. C.: What Should We Ask of Psy- 


chiatry? J. M. A. Alabama, 28: pp. 2-6, July 
1958. 


. Anstreicher, K.: Outline of Psychiatric Educa- 


tion at the Delaware State Hospital. Del. M. J., 
30: pp. 213-214, Aug. 1958. 
Teaching Psychiatry to 
Third-year Medical Students. Canad. M. A. J., 
81: pp. 371-372, Sept. 1959. 


. Branch, C. H. H., and Ely, J. W.: Teaching the 


Principles of Ambulant Psychotherapy. Am. J. 
Psychiat., 115: pp. 887-891, April 1959. 


. Brandes, N. S.: Some Possible Meanings of the 


Hallway Interview. J. Nerv. & Ment. Dis., 125: 
pp. 564-569, Oct.-Dec. 1957. 


. Coleman, J. F.: The Teaching of Basic Psy- 


chotherapy. J. of Orthopsychiat., 17: pp. 622- 
627, Oct. 1947. 


. Gildea, E. F.: Teaching of Psychiatry to Resi- 


dents, II: pp. 1935-1946, ‘‘American Handbook 
of Psychiatry.” Basic Books, New York, 1959. 


. Kolb, L. C.: The Psychiatric Viewpoint in Train- 


ing Residents. J.A.M.A., 161: pp. 21-24, May 
1956. 

Modlin, H. C., Benjamin, W., et al.: Growth of 
Psychiatrists During and After Residency Train- 
ing: An Objective Evaluation. Am. J. Psychiat., 
115: 1081-1090, June 1959. 

Morse, R. T.: A Serious and Little-Recognized 
Deficit in Post-War Psychiatric Training. Am. 
J. Psychiat., 115: pp. 899-904, Apr. 1959. 
Psychiatry and Medical Education, American 
Psychiatric Association Conference on Psychiat- 
ric Education, Cornell University, 1951, Wash- 
ington, D.C., 1952. 

Silverman, S.: Teaching Psychoanalytic Psychi- 
atry to Medical Residents. J. of Med. Ed., 31: 
pp. 436-443, July 1956. 

The Psychiatrist, His Training and Development, 
American Psychiatric Association Conference 
on Psychiatric Education, Cornell University, 
1952, Washington, D.C., 1953. 

The University of Cincinnati Grad. Train. Prog. 
in Psychiat. Bulletin, 1958-1959. 

Weber, J. J.: Some Observations on Psychiatric 
Residency Supervision. Psychoanal. Rev., 43: 
214-219, 1956. 

Wainwright, W. H.: Use of the Seminar in the 
Teaching of Psychiatry. N. Y. State J. Med., 59: 
16, August 1959. 


| 
9 
| 
@ 
= 
| 
| 
— 
| 
| 
| 
| 
| 
| 
4 | 


1961 


DISEASES OF THE NERVOUS SYSTEM 


139 


A Peregrinating Problem Patient: 


(Psychiatric Case Study of Munchausen’s Syndrome) 


WARDEN M. RIMEL, M.D., and CHESTER M. PIERCE, M.D. 


There have been many pleas by internists 
for psychiatrists to investigate Munchau- 
sen’s syndrome.'* This unusual form of 
psychopathy is manifested by peregrinating 
patients who move volitionally from hospi- 
tal to hospital seeking admission by decep- 
tion and fraud. The patient presents dra- 
matically feigned or exaggerated symptoms 
which usually far exceed the demonstrable 
physical signs and findings. 

After tricking doctors into admitting him 
into the hospital this patient becomes very 
demanding and quarrelsome. He arouses 
such furor and chaos that patients and per- 
sonnel become demoralized and ineffective. 
Thus, he precipitates his discharge, often at 
his own insistence. 

In the cases reported the patients appeared 
to be pathologic liars who admixed passive 
dependency demands with assertive, inde- 
pendent aggressivity. Nearly always they 
have been found to use aliases and to be 
litigious. Both sexes have been represented. 
Past history often reveals prison terms, men- 
tal hospital treatment, and drug addiction. 
On examination usually there are scars in- 
dicative of past operations. Psychiatrically, 
the diagnoses entertained at various times 
in a given case may include diseases classi- 
fied as neurotic, psychotic, or characterologic 
disorder. A motive or secondary gain for 
forcing admission into a hospital usually is 
not found. 

Theoretically, the extreme behavior mani- 
fested by these patients points the way not 
only to a clearer knowledge of narcissistic 
character structure but also to hypochondri- 
asis, masochism, and dependency. Since these 
aspects of personality are prominent in per- 
sons who are ill with either organic or emo- 
tional illness, a greater understanding of 
them should aid in the treatment of many 
patients. 


From Department of Psychiatry, University of 
Cincinnati, Cincinnati 29, Ohio. 


This case study is presented as an effort 
to understand the psychological development 
of a case of Munchausen’s syndrome and to 
consider possible means of treatment. The 
case studied is singular because the patient 
was seen at age nine by a psychiatrist at this 
medical center. Also, the patient had a num- 
ber of family members in this area, who gave 
information about him. It is hoped that in- 
terest will be stimulated in this syndrome 
and that other workers may profit by the 
longitudinal history that we were able to 
obtain, since the other published psychiatric 
case histories of this syndrome*”’ were un- 
able to present as much life history infor- 
mation as was obtained in this case. 

An important aside concerns the fact that 
the term Baron von Munchausen’s syndrome 
justifies only that part of the entity which 
is descriptive of lying and traveling. It fails 
to emphasize the repetitive hospitalizations 
or the need to invite calamity to onself. Thus, 
it might be better to refer to these socio- 
paths as peregrinating problem patients. 


Case Presentation 


The patient, a 39-year-old single white male first 
became known to the authors when he was admitted 
to the Cincinnati Veterans’ Administration Hospital 
on May 5, 1958, because of “seizures.” It was found 
that he had been seen for psychiatric diagnosis at 
Cincinnati General Hospital on November 8, 1929, 
when he was aged 9 years and 11 months. 

Family and Social History: The patient was born 
in Cincinnati as second in a sibship of three boys 
and four girls. His family history reputedly is 
negative for epilepsy or mental illness. However, a 
number of his relatives have died through violence 
or catastrophe. 

Two weeks prior to birth, his mother became 
“overtaxed” and the placental membranes ruptured. 
Labor was accomplished with difficulty and persisted 
for 24 hours. Chloroform was used at the time of 
delivery. Despite an alleged 9 months gestation, the 
patient weighed only three pounds at birth and was 
a “blue baby.” 

By the time he was 4 the family was well known 
to welfare agencies. The father squandered the 
little money that he earned. A case-worker de- 
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scribed the family as ‘“‘of the shiftless type.” Later, 
school attendance was irregular, necessitating in- 
vestigation by school authorities who found the fam- 
ily living in crowded, squalid conditions on the verge 
of being evicted because of aileged bootlegging. The 
family moved about great deal. 

Past History: At age 9 the doctor found him 
suave and facile, oblivious of his unkempt appear- 
ance. At that time his parents described him as a 
“roamer and lone wolf,” who occasionally spent the 
night sleeping in the stables at a race track. The 
doctor’s interview with the parents revealed that 
from earliest childhood he seemed impulsive, hyper- 
kinetic, aggressive, pugnacious, frank and out- 
spoken. He complained of being excluded from 
games, perhaps, his brother thought, because the 
patient could not play well enough. 

The patient preferred close companionship with 
only one boy at a time. He was severely whipped 
by his father for offenses which he would again 
repeat. Also, he got into difficulty for stealing 
from a post office as well as for numerous other 
larcenies. His ambition was to become a soldier so 
that, “I can fight for my country and defend my 
people.” 

Following the psychiatric evaluation the courts 
sent the patient to an Industrial School for Boys. 
After an abbreviated flurry of resistance, he settled 
down for a period of 3 years, probably to the best 
adjustment he has ever made. He did well in the 
school and later in a foster home in which he was 
placed at age 12. His mother succeeded in getting 
custody of him when he was 13, by refusing to re- 
turn him to the foster home after she had taken 
him to attend his sister’s funeral. Since the family 
now lived in a different state, the courts could not 
send him back to the foster home. He left school 
at age 14 and obtained a series of minor jobs but 
finally learned the pastering trade. 

From age 17 to the present the patient has been 
in numerous escapades and has been all over the 
country in the military service, in penal institutions 
and in hospitals. The confinements have been char- 
acterized by extremely stormy adjustments. In the 
interim between confinements the patient occupied 
himself, under various aliases, with an assortment 
of sub social and marginal activities. He has boasted 
of how seldom he has been caught for these adven- 
tures. While in prison or hospitals, by his own ad- 
mission he has malingered and created general tur- 
bulence in a successful effort to vex the authorities. 
He usually said that he had no family. Frequently 
he listed hospitalizations which proved to be false. 

Hospitalizations at the Cincinnati Veteran’s Ad- 
ministration: His first admission to the Neurology 
Service of the Cincinnati V. A. Hospital (January 
1958) for diagnostic studies to rule out idiopathic 
grand mal seizures, resulted in an abrupt signing 
out of the hospital against medical advice before a 
diagnosis could be established. 

He was readmitted in May 1958, complaining that 


his illness had remained unchanged. He presented 
himself in a cooperative but very demanding, nar- 
cissistic fashion with a superficial intellectual cu- 
riosity into the nature of his illness. He professed 
an intense desire to be rid of his “seizures,” which 
he felt overpowered him and made him a serious 
menace. He hinted that because of this likelihood, 
his demands should not be frustrated unless the 
hospital was prepared for cataclysmic violence. 
Usually cooperative, he sought always more and dif- 
ferent medications for various vague, bizarre aches 
and pains. His affect was normal and there was 
no disorganization, of thought, or evidence of delu- 
sions or hallucinations. Wechsler Adult Intelligence 
scale revealed high normal intelligence (in sharp 
contrast to childhood intelligence scores which were 
graded in the miid defective range). Extensive 
projective tests showed no active psychotic process. 

Physical examination revealed a husky, strong 
appearing six footer of stated age, who was in no 
acute or chronic distress. Across his chest was a 
dark blue tattoo of a sailing vessel. On the ex- 
tensor surface of the right forearm was a longitudi- 
nally oriented blue tattoo of a sword piercing a 
piece of paper on which were the letters LB. On 
the extensor surface of the left forearm was a blue 
tattoo of a top-hatted skeleton (head and upper 
thorax) under which was printed the words THE 
DUKE. The remainder of the physical examination 
was normal. 

During hospitalization he was examined by two 
senior neurological consultants on the ward. Shortly 
afterwards he had an electroencephalograph run 
in a nearby room. There he developed “seizures” 
which simulated grand mal convulsions. These were 
observed by the consultants, who performed neu- 
rologic tests during and after the “seizures.” Aside 
from muscle artifacts the brain wave remained nor- 
mal. At no time were abnormal reflexes elicited. 
The consultants stated that “the spell and the EEG 
were not typical or characteristic of any known 
form of organic epilepsy.” 

When faced with discharge from the hospital he 
became very demanding and threatened homicide 
and suicide. He refused long term V.A. psychiatric 
hospitalization, yet insisted he could not live out of 
a hospital because of his ‘‘spells.” 

Twelve days later he was returned to this hos- 
pital following a “speil’” on the street which re- 
quired six men to restrain him. On admission to the 
psychiatric service he was agitated, bellicose, de- 
fiant, garrulous and insulting. There was no evi- 
dence of visual or auditory hallucinations. By the 
next day he was quiet and cooperative. He be- 
gan progressive demands for medicine and atten- 
tion. After threatening to sign out of the hospi- 
tal, he became more provocative and critical. At 
a ward government meeting his behavior was so 
disturbing to other patients that he had to be placed 
in seclusion in restraints. Seemingly he enjoyed 
the greater attention this provided. In the course 
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of his hospitalizations it was noticed that greater 
degrees of freedom were accompanied by increased 
demands. His blatant efforts to antagonize the per- 
sonnel and to undermine morale on the ward in- 
cluded breaking dishes, smearing food on walls and 
setting fire to a mattress. Since his illness was 
non-service connected, long term hospitalization at 
a V.A. hospital could not be arranged.. Thus, much 
to his chagrin, he was discharged from the hospi- 
tal at the end of July 1958. The diagnosis concurred 
with that in his previous admission: Sociopathic 
personality, antisocial reaction of the peregrinating- 
problem patient variety (Munchausen’s syndrome). 

The records of his V.A. hospitalizations showed 
considerable exposure to radiation: 19 PA chest 
films, one chest fluoroscopy, one lateral chest film, 
three cercival spine surveys, six upper GI tract se- 
ries, four series of films of the left hand, one se- 
ries of films of the right hand, two cholecystograms, 
an unknown number of KUB’s, four full mouth den- 
tal series, five skull series, one lower GI series, one 
motor meal, and 8.8 m.c. radioactive iodine plus two 
RAI uptake studies. 

Past Hospitalization Data: Since discharge he has 
been known to have been in a state hospital, two 
city hospitals (in two states) and in several jails. 
He has worked only sporadically. He has lived 
most of the time since discharge in the home of a 
widowed friend. 

Subsequent Information from Parents and Sib- 
lings: A series of visits to parents and siblings by 
one or both authors resulted in confirmation of his- 
torical material as it was obtained from institu- 
tional and agency sources. The family was gracious 
but seemed puzzled and evasive concerning the pa- 
tient and his illness. The parents had never seen 
one of the spells but they believed them to be sec- 
ondary to a trauma the patient told them he had 
incurred while he was in the Navy. His parents 
were proud of the fact that their son was so eager 
to discharge his patriotism that he enlisted fraudu- 
lently in the Navy. The parents maintained that 
the patient had been difficult to discipline, was al- 
ways subject to abrupt migrations, and had a pro- 
pensity for selecting undesirable companions. De- 
spite the difficulties attending his birth, they be- 
lieved him to have been the healthiest of all their 
children. 


His surviving siblings appear to have made stable 
life adjustments. The oldest, a male, age 41, is mar- 
ried. He was a “homebody” as a child. He behaved 
well and went on to make adjustments in the Civil- 
ian Conservation Corps and the Army. Currently, 
he is a skilled laborer. Another brother, age 37, is 


a successful career enlisted man in the Army and 
also is married. Sisters, ages 35 and 32, are both 
happily married. One sister died at birth and an- 
other died at the age of 2 of “brain fever’ when 
the patient was age 13. 

Subsequent Information from the Patient: On 
April 2, 1959, the authors interviewed the patient 
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and his widowed friend in the latter’s home, where 
we were cordially received. The patient seemed 
flattered by our interest and spoke easily though 
guarding carefully many areas of past life history. 
He seemed hypochondriacal and much preoccupied 
with minor skin blemishes, which he had us examine 
after removing his shirt. 

Most of the time he assumed the role of pious 
philosopher with an underlying sense of humor. He 
described his spells as uncontrollable and terrifying 
outbursts which were followed by amnesia for the 
episodes. As he proceeded to expand upon this 
theme he described his enormous power, e.g. capa- 
bility of tearing doors from hinges, ability to walk 
through brick walls, etc. With a relished omnipo- 
tence he related how difficult it was, during these 
episodes, for eight men to restrain him. Subsequent 
to the spells he felt ashamed and tended to with- 
draw from society. He expressed his regrets that 
he seemed to be a community liability, harboring 
an incurable and baffling disease. 

Relative to his hospitalizations the patient be- 
lieved the doctors unable to comprehend his ail- 
ment. His desire is to find a doctor who cares 
enough to be with him 24 hours a day. He felt 
that with such interest and devotion, he could be 
cured. 

Since the doctors cannot explain his illness, he 
feels they assume it does not exist. Soon he be- 
lieves the doctors do not care about him. They be- 
come frustrated and displace their anger onto the 
nurses. The nurses, in turn, displace their anger 
elsewhere till finally, ‘the last guy suffers and 
usually I am the last guy!” In response to this 
pattern of events he becomes uncooperative. Thus 
he ends up the “goat” of the hospital and gets 
“pitched out without being treated.” Shortly, he 
suffers another spell which lands him in jail. 

When asked whom he hated the most, he replied 
quickly, ‘‘myself.” He hates himself because he 
feels he has always been a miserable failure and 
he sees no better life in the future. He feels his 
inadequacies and lack of self-esteem. He feels 
“countless lacks” have compounded his inability to 
cope with things. Yet whenever he is too sorry 
for himself he recalls the story of the “man who 
had no feet.” “Knowledge” is the major thing he 
lacks since he needs “answers” to his illness and 
adjustment problems. He states that, “I run into 
a blank wall and do not know what to do with the 
present.” Perhaps a current solution ‘‘would be to 
go to Arizona, but the problem is how to subsist 
there.’ He verbalizes shame that he is a burden 
to the community but expresses anger that no one 
will employ him because of his spells. 

Throughout the visit to her home, the widow re- 
mained largely passive. The interviewers left with 
positive feelings for the patient. 

Four days later he was telephoning frequently, 
pleading for help. He was making demands on va- 
rious welfare associations in his own state but saw 
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no help forthcoming. His widow friend could no 
longer afford to help him and he was faced with 
deciding where to go. With pathos he concluded, 
“How can you stay any place when they release 
you. ...If being sick is a crime, then I am a crim- 
inal. . . . I cannot help tearing people’s things up. 
... I want to live like everybody else .. . but with- 
out medicine I turn into a Frankenstein, they tell 
me, but I do not even remember it... .I do not 
like to stay in a hospital because it is too confining 
. .. but what else can I do?” 


Last Contact: On May 14, 1959, a telephone call 
from his mother reported that he had worked two 
weeks. Then he had a spell in the widow’s home, 
in which he damaged furniture and had to be placed 
in jail. 

Discussion 


Caution must be exercised in making gen- 
eralizations about a syndrome after the 
study of only one case. Yet, one can draw 
some conclusions with reference to this sin- 
gle case which may suggest hypotheses to 
be investigated in other patients. 

Dynamically, our patient directed his 
life toward procuring excessive attention, 
whether it be tender or irate. When these 
attention needs were ungratified he would 
wish to express great rage and hostility. At 
all times the patient seems confused as to 
his place in a submission-dominance pattern. 
When hospitalized there was an ascendency 
of the submission theme. In this regard 
the patient can be considered as a maso- 
chistic swindler who utilizes sociopathic be- 
havior in order to force gratification from 
his environment. 

Swindling may be an unconscious re-en- 
actment of an older pattern of taking some- 
thing from the parent.® This theft may bring 
about a guilt which craves punishment. In 
the Munchausen’s syndrome the patient may 
“steal love and attention” (by using deceit 
to be accepted for hospitalization), then 
bring about family quarrels (with his peers, 
the patients, and with his parents, the doc- 
tors and nurses) which reach such intensity 
that he must invite suffering through pro- 
cedures, inconveniences, etc., and finally by 
ejection from the family (discharge from 
the hospital). Further suffering (more hos- 
pitalizations, operations or imprisonments) 
in an attempt to assuage guilt and to make a 
satisfactory adjustment in the family. Yet 
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since the patient feels that he is unable to 
be worthy of such an adjustment he resorts 
again to more theft of attention and the cy- 
cle starts again. In this particular case the 
zeal for institutionalization may relate to 
the satisfying prototypical experience he had 
in a boys’ school, 

This patient now feels that he must con- 
trol his great hostility or he would destroy 
and annihilate ubiquitously. He is able to 
connect this narcissistic omnipotence with 
his guilt that he would like to destroy. Hence 
he verbalizes that he. has more hostility to 
himself than to anyone else in the world. 
The relationship of all these feelings to such 
emotionally powerful situations as the deaths 
of his sisters is only speculative at this point. 

The guilt engendered by the introjection 
of these hostile feelings may play a role in 
the peregrinations. These meanderings per- 
mit him to thwart suicide since he is jour- 
neying at all times in the quest of acceptance 
and worth. More specifically, he travels to 
look for someone who will care enough to 
protect him from consuming himself with 
self hatred. Therefore he would in fact, re- 
quire a 24 hour a day psychotherapist, who 
would take the protective role. 

In childhood this man was handicapped 
severely in his relations to peers. He was 
cross eyed, unable to participate in sports, 
teased and derided. The patient makes the 
assessment of himself as an adult that, “I 
cannot stand to be mediocre.” The fear of 
mediocrity may be explained in part by his 
real childhood situation with his peers, plus 
his feeling of being unable to procure ade- 
quate attention in his home. As an adult 
the fear of being mediocre effectively pre- 
vents him from attempting almost any sort 
of performance (which might realize his 
fear that he is ordinary or even worse, less 
than ordinary). The feeling that he is nar- 
cissistically omnipotent, e.g. “If I get an at- 
tack I can walk through brick walls,” is re- 
lated to his horror that he might not be all 
powerful (and therefore be at the mercy of 
others). Finally, the fear of mediocrity may 
be a direct motivation for seeking institu- 
tional care whether it be in a hospital or 
prison. For in the setting of such institu- 
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tions, the patient can banish many doubts 
about his mediocrity since readily he can 
see about him all sorts of persons who are 
worse off than himself. If he is then able to 
promote special attentions while interned it 
proves to him that indeed he is not like the 
ordinary patient or prisoner. It is as if the 
patient thinks that if one is not mediocre 
he must be perfect and if one is perfect he 
must be lovable and worthwhile. 

Rhodes and Toland were much impressed 
by their patients’ need to be a hero. Ac- 
cordingly, he was very happy while doing 
volunteer fire work or working himself to 
exhaustion in a tornado disaster. Heroic ac- 
tions volitionally sought out may have been 
this man’s solution to an overwhelming fear 
of mediocrity. 

This general dynamic scheme helps to in- 
dicate how the patient could be managed 
if he were to turn up again. The major 
problem, of course, is to make the diagnosis. 
Once the diagnosis is made the further care 
of the patient, ideally, should be in long 
term hospitalization. Before such hospitali- 
zation is undertaken there should be legal 
assurance that treatment would continue as 
long as necessary. . 

Psychiatric treatment would require psy- 
chotherapy, vocational guidance, social work 
intervention and chemotherapy. The psy- 
chotherapy should include intensive individ- 
ual treatment designed to provide time and 
interest to cement the doctor-patient rela- 
tionship. As the hospitalization proceeded 
more interpretive therapy could be done. The 
patient’s ward management (e.g., routines 
such as granting passes, providing medicines, 
supervising work assignments) should be in 
the care of a physician other than the ther- 
apist. This would be important in setting 
limits to the patient’s behavior without en- 
dangering the trust and confidence neces- 
sary for psychotherapy. The patient should 
be encouraged to participate in group psy- 
chotherapy, since this type of treatment 
could be used to help integrate the patient 
toward understanding his reactions in inter- 
personal relationships. The milieu therapy 
offered by the hospital facilities under the 
guidance of skilled personnel could foster 


the corrective emotional experience neces- 
sary to make this patient feel accepted. 

While these treatments were going on the 
patient also should receive the help of vo- 
cational counseling and social service. The 
particular aid such services could provide 
would depend on the circumstances of the 
case. However, such efforts would be thera- 
peutic since they too give the patient the 
feeling of acceptance while setting limits to 
his behavior. These services naturally are 
crucial to the rehabilitation and post hospi- 
tal adjustment of the patient. 


A trial of chemotherapy should be ini- 
tiated with this patient, not only because his 
ability to agitate a ward needs to be curbed, 
but also because he may be chronically de- 
spondent. Several suicide attempts he has 
made in the past seem to be the consequence 
of depressive reactions in a person with an 
aggressive personality disorder, who is 
thwarted and resisted. 

This patient exhibited historical features 
suggestive of organic brain involvement. He 
was a three pound baby born after a long 
and difficult labor, who lived an aggressive, 
hyperkinetic childhood. Also, it should be 
recalled that his siblings, despite similar en- 
vironmental adversity, all have made aver- 
age life adjustment. However, presently 
there is probably no certain way of accu- 
rately establishing the existence of brain 
damage in this man. Incidentally, Rhodes 
and Toland believed that crucial psychody- 
namic sequelae in their patient were subse- 
quent to the onset of convulsions at age two. 

As more cases of Munchausen’s syndrome 
are recognized and studied it seems that 
there would be value in focusing onto such 
areas as to the selection of symptoms at va- 
rious times in the patient’s life. In our case 
it seems that many organ systems may be 
involved but that for periods of time, one 
organ system is more implicated as the tar- 
get system for symptoms than other sys- 
tems. Thus, there is the opportunity to study 
hypotheses about psychosomatic illness and 
hypochondriasis. 

There is the danger that such a patient in 
his desire for hospitalization might termi- 
nate in fatality because of this motivation. 
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The fact that this syndrome mimics all va- 
rieties of psychological and physiological 
illness means repetitive hospitalizations with 
repetitive diagnostic workups. Hence there 
is the danger of laporotomies and other haz- 
ardous diagnostic procedures. In our case 
the patient has had a considerable dosage 
of radiation as a result of all the X-ray ex- 
aminations he required. If he continues to 
receive as much radiation over the next ten 
years as he has in the past ten years, he may 
well succumb to a blood dyscrasia. 


Summary 


In answer to the plea by internists for 
psychiatrists to study Munchausen’s syn- 
drome, a case study is presented. The pa- 
tient is a 39 year old man whose life history 
was obtained from medical and social agen- 
cies, as well as interviews with the patient 
and his family. This material includes a 
psychiatric evaluation that the patient had 
when he was aged nine. Birth injuries and 
environmental privation may have contrib- 
uted to the etiology of this case. 

The patient’s life has been characterized 
by frequent peregrinations with intervening 
periods of confinement in prisons and hospi- 
tals. Admission to the hospitals is accom- 
plished by fraud. Often there has been a 
premature discharge as result of the pa- 
tient’s own provocations, 

Psychodynamically, this man directed his 
life toward satisfying an insatiate need for 


MARCH 


attention, utilizing masochistic swindling to 
force gratifications from his environment. 
His behavior was directed also toward a de- 
nial of mediocrity. The peregrinations 
seemed to serve as a means of thwarting 
suicide, 

Management of such patients is com- 
pounded by: 1) the difficulties in making a 
diagnosis, and 2) the inability to procure 
legal power to confine the patient for long 
term care. Treatment suggestions include 
the use of individual, group, and milieu ther- 
apy as well as social service and vocational 


counselling. 


Authors’ Note: The opinions expressed are those 
of the authors and are not to be construed as offi- 
cial or reflecting the views of the U.S. Navy. 

The authors wish to express their appreciation 
to Dr. W. Donald Ross for his advice on the organ- 
ization of the mass of material about this patient. 

Chester M. Pierce, Veterans Administration Hos- 
pital, Oklahoma City, Oklahoma. 
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ACADEMY OF PSYCHOSOMATIC MEDICINE 
SYMPOSIUM ON ANXIETY AND DEPRESSION 


The Academy of Psychosomatic Medicine will hold a meeting entitled “A Symposium 
on Anxiety and Depression” in New York City, on June 25, 1961. Papers covering neu- 
rophysiological, biochemical, psychodynamic, and clinical correlations will be presented, 
and a panel discussion will permit a question and answer period. The symposium, 
scheduled for the week of the American Medical Association Meeting, will be held at 
the Barbizon Plaza Hotel. There will be no registration fee. 
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A New Parenteral Antidepressant (Elavil) 


WILFRED DORFMAN, M.D.* 


In a previous report,’ the use of amitrip- 
tyline as an antidepressant in 40 hospitalized 
patients at Brooklyn State Hospital and in 
16 patients seen in office practice was de- 
scribed. The drug had proven effective in 28 
of the 40 hospitalized patients (70%). In 
the 16 office patients seven were receiving 
concomitant electroshock therapy, while nine 
were on the drug alone. An effective re- 
sponse was noted in 12 (75%). It was ob- 
served that the best results with amitripty- 
line were seen in patients whose depression 
was accompanied by a high level of anxiety. 
The failures were mostly patients with 
“pure” psychomotor retardation” without 
concomitant anxiety. In this type patient 
an amine-oxidase inhibitor, phenelzine (Nar- 
dil), proved more efficacious.’ It was also 
noted that the action of amitriptyline in 
many respects was similar to that of imi- 
pramine (Tofranil), but there are some dif- 
ferences which time and further clinical ob- 
servations hopefully will clarify. 

This report is limited to experience with 
parenteral amitriptyline in 32 patients. The 
use of this drug parenterally (IV) has been 
recently described by Freed.* In this study 
the drug was prescribed in two distinct sit- 
uations: 1) concomitant with electroshock 
(ECT) and oral use of the drug (18 pa- 
tients), and 2) in patients who received 
only the drug both parenterally and orally 
(14 pts.). These patients did not receive 
ECT for various reasons: patient refusal, 
family refusal, earlier poor response to ECT, 
observer’s feeling that ECT had been used 
excessively in the past, or that ECT would 
not help the particular type of depression 
exhibited (neurotic or reactive depression 
rather than endogenous, or involutional 
types of psychotic depression). 

The dosage in all cases was two cc. (20 
mg.) I.M. With concomitant ECT the drug 
was given immediately after the reaction 


*Chief, Psychosomatic Clinic, Maimonides Hospi- 
tal of Brooklyn, Dept. of Psychiatry, State U. of 
N. Y., Downtown Medical Center. 


from shock treatment. Most cases received 
the drug three times weekly. In some in- 
stances, especially in the elderly patient, 
ECT and therefore the injections of amitrip- 
tyline were spaced further apart. Oral ad- 
ministration varied from three tablets (25 
mg. each) daily to nine tablets daily accord- 
ing to patient’s needs and tolerance. 

Tolerance for parenteral use was excellent 
except for some minor side effects mentioned 
in the individual protocols below. Parenteral 
therapy in most cases was continued on 
each of the patient’s visits even when the 
visits were spaced as much as four weeks 
apart. All patients were continued with oral 
amitriplyline in varying dosage of 14 tablet 
to six per day. In one instance, through an 
error in interpretation, 12 tablets a day were 
taken with no untoward effect. In fact, the 
patient felt better on 12 a day despite exces- 
sive dryness of the mouth, than when the 
dose was cut to the usual six per day level. 
In some cases the parenteral administration 
was discontinuled after the acute depression 
was alleviated, whether as a result of ECT, 
amitriptyline, psychotherapy or due to a 
combination of any of these modalities. The 
patient was then carried on oral amitripty- 
line with psychotherapy. 

In the 18 patients treated with ECT plus 
parenteral and oral amitriptyline there was 
an effective result in 17 cases. The role that 
parenteral amitriptyline played in these re- 
coveries is difficult to evaluate but in most 
instances fewer ECT’s were required than 
had to be given in previous episodes of de- 
pression in the same patient, or in the usual 
amount of ECT given to patients with de- 
pression. This is in accord with findings 
of other observers with antidepressants.‘ 

In the 14 patients who were treated with- 
out ECT, excellent results were seen in eight. 
Most of those patients had failed to respond 
to other modalities of treatment, including 
ECT, antidepressants, psychotherapy and 
combinations of these. Of the six failures, 
one did not return after a trial of only two 
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weeks, two were discontinued because of 
minor side effects, one developed a manifest 
paranoid trend after having been lifted out 
of her depression; one failure had been con- 
sidered for frontal lobotomy, and amitripty- 
line was tried as a last resort; the sixth had 
responded within two weeks but had a re- 
lapse following the sudden death of a sister. 
(This patient had previously failed to re- 
spond to ECT and other antidepressants) 
and eventually responded to Parstelin (Par- 
nate plus Stelazine). 


Case Abstracts 


1) J.G., a 68-year-old male with a long history 
of psychosomatic complaints (15 years under the 
author’s observation.) History of colitis, palpita- 
tions, anxiety attacks, three major operations 
(“chronic appendix,” “adhesions” and ‘more ad- 
hesions,” all about 20 years ago). Many attacks of 
abdominal pain correlated with episodes of insecur- 
ity, fearfulness and depression. This patient was 
given one injection, plus four tablets orally. Re- 
ported a pruritic skin rash three days later, which 
faded before he returned four days after the onset 
of the rash. Medication was discontinued. 

2) F.E., a 50-year-old female, with one year his- 
tory of Hodgkin’s Disease, treated with radiation 
therapy. Reactive depression to her illness. She 
was treated with parenteral amitriptyline 2 cc. 
weekly, plus oral amitriptyline (four tablets daily) 
and weekly psychotherapy. The patient responded 
to this regimen in six days. She was seen weekly 
for one month in supportive psychotherapy with 
excellent results. 

3) Y.R., a 63-year-old female with a long history 
of labile diabetes (15 years) and many episodes of 
coma and insulin shock which required hospitaliza- 
tion. A recent reactive depression set in after her 
husband discovered he had a diseased, hydroneph- 
rotic kidney (which the surgeons decided to watch 
rather than remove). She was given amitriptyline 
parenterally (2 cc.) and four pills orally each day. 
She complained of “shaking of hands’ two days 
later; when seen this was noted to be “almost Par- 
kinson-like.”’ She was given 2 cc. of Cogentin I.V. 
with no effect on the tremor, indicating that it was 
not a drug-induced Parkinsonism. The tremor fi- 
nally reacted to simple persuasion and reassurance. 


4) B.Y., a 33-year-old electronics engineer had 
suffered a four-year period of depression following 
his divorce. He was treated by psychoanalysis for 
one year (2-3 times weekly) with no improvement. 
He was given six ECT, plus parenteral and oral 
amitriptyline, with an excellent response. The pa- 
tient left for a job in a foreign country four weeks 
after the first treatment. He hadn’t worked for 
two years, and now could see no reason to continue 


with drug therapy or psychotherapy. No attempt 
was made to influence him and subsequent corre- 
spondence indicates the soundness of his decision. 

5) S.F., a 66-year-old male with a history of sev- 
eral courses of ECT over the past six years (twice 
a year, 6-10 treatments each time). He had re- 
sponded once to Marsilid. He refused ECT, and 
was given oral amitriptyline (9 a day) plus paren- 
teral amitriptyline (2 cc.) on each weekly visit for 
six weeks. Then the dose was gradually reduced 
to six a day and then to four a day. There was 
a marked improvement within three weeks. Some 
hypomanic activity became manifest after six 
weeks, necessitating replacement of amitriptyline, 
with a phenothiazine tranquilizers. He was again 
under control within two weeks. Subsequent reports 
indicate a most excellent response. 


6) A.K., a 73-year-old female with severe re- 
current depression. She had many courses of ECT 
in the past (twice a year for past five years). She 
was given seven ECT, plus oral and parenteral ami- 
triplyline. Severe cyanosis after the 7th ECT, 
which finally responded to oxygen, coramine, caf- 
feine, adrenaline, artificial respiration and prayer. 
Despite her persistent depression it was no problem 
to discontinue ECT. She was subsequently carried 
on oral amitriptyline four a day for four weeks, 
with weekly injections of parenteral amitriptyline. 
She was doing well when suddenly she became 
acutely paranoid. The medication was discontinued. 
She refused to take phenothiazine tranquilizers; 
patient and family refused hospitalization. 

7) E.C., a 73-year-old female with a history of 
lipiodol injection (spinal) some 25 years before. She 
had persistent root pain and roentgenographic evi- 
dence of root infiltration. There was a marked emo- 
tional overlay which added considerably to her so- 
matic difficulties. She complained not only of “‘le- 
gitimate”’ root pains, but some of these pains radi- 
ated into her genitals and rectum. These were in- 
deed bizarre and seemed delusional. There was 
considrable ‘agitation in addition to an obvious se- 
vere depression. A neurosurgical opinion indicated 
that nothing could be done for the root pain. Lo- 
botomy was advised because of the severity of her 
complaints. In desperation, oral and parenteral 
amitriptyline were prescribed after all known an- 
tidepressants and tranquilizers had failed. Although 
the dose suggested was six a day by mouth, the 
patient reported that she had misunderstood the 
instructions and had taken 12 a day.. She com- 
plained of excessive dryness of the mouth, but stated 
that she felt better. The dose was cut to a more 
reasonable level after the first week (nine a day). 
She reported that she felt well for three weeks, al- 
though the root pains persisted and she kept cross- 
ing her legs endlessly. The radiation to the geni- 
tals and rectum persisted. Subsequently her agi- 
tation increased, necessitating the use of intravenous 
sodium amytal (3% gr.) on each visit, in addition 
to the parenteral amitriptyline. She finally relapsed 
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and refused to return for treatment. 
it would appear that the good response noted in the 
first three weeks was related to her hope that the 
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magical cure had finally arrived. 


8) J.S., a 70-year-old female with a history of 
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charged in a month as improved. She continued 
under the author’s observation and was given pa- 
renteral amitriptyline at each visit in addition to 
oral amitriptyline (six a day). The oral dosage 
has gradually been reduced to two tablets a day. 
She has been on amitriptyline for 15 months, her 


two previous recent hospitalizations at a mental 
hospital for severe depression. She had received 
Marsilid on the first of these occasions and devel- 
oped severe hepatitis. On her readmission, she was 
given amitriptyline orally (six a day) and paren- 
teral injections three times weekly. She showed an 
excellent response within two weeks and was dis- 


health. 


of her illness. 
knowledge without any untoward effects.) 


visits are now spread to once a month, but she flatly 
refuses to stop the medication despite her excellent 
(Incidentally the news of the death of her 
two brothers was kept from her during the height 
She has reacted to this belated 


One is 
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Patient Remarks and Diagnosis Dosage & Duration Therapy Results Side-Effects 
Age &Sex 15 year history of psychoso- Oral: 4 tablets None Discontinued Pruritic rash 
1. J.G. matic complaints; many op-__ daily, 3 days; Pa- medication (general- 

68 erations; Diagnosis: Chronic — renteral: 1 ij. ized) 

Male anxiety state. 

2. F.E. 1 year history; diagnosis of Oral: 4 tablets Psycho- Excellent None 
50 Hodgkins disease; treated daily, 4 wks. Pa- therapy 
Fem. with radiation therapy; Di-  renteral: 1 inj. 

agnosis: Reactive depression. weekly; 4 wks. 

3. Y.R. 15 year history of “labile di- Oral: 4 tablets None Discontinued Tremor 
63 abetes”; recent reactive de- daily, 2 days. Pa- medication (functional) 
Fem pression following husband’s’~ renteral: inj. 

illness. (2 ce. LM.) 

4, BY. 4 year history of depression Oral: 6 tablets ECT Excellent None 
33 following divorce; 1 year of daily; 2 wks. Pa- 

Male psychoanalytic therapy with  renteral: 2 cc. 
no results. Diagnosis: Manic- I.M. after ECT. 
Depressive, Depressed 

5. S.F Long history of Manic-De- Oral: 9 tablets None Excellent Slightly hy- 
66 pressive difficulties; ECT daily; gradual cut pomanicthen 
Male’ twice a year for past6 years; to 6 a day; then responded to 

once responded to Marsilid. 4a day. Paren- phenothia- 
teral: 1 inj. wkly zines 
(6 wks.) 

6. A.K Manic-depressive, depressed; Oral: 4 tablets ECT Recovered from Emergence 
73 recurrent depressions; two _ daily; 4 wks.; Pa- depression; of paranoid 
Fem. courses ECT a year for past’ renteral: 2 cc. emergence of trend 

five years. I.M. after ECT; latent paranoid 
once wk./3 wks. trend 

d. ELC, History of Lipiodol injection Oral: 12 a day Sodium Excellent None 
73 into spinal canal, 25 years for 1wk.; then9 Amytal (3 wks); then 
Fem. ago; persistent root pain; a day. Parente- I.V. relapse 

x-ray evidence of root infil- ral: 1 inj. wkly; 
tration; lobotomy advised. 6 wks. 

8. JS. History of 2 previous periods Orally: 6 daily None Excellent None 
70 of mental hospitalization for gradually cut to 2 
Fem. severe depression; Marsilid daily. Parenteral: 

hepatitis; Manic - depressive, 3/wk., cut to once 
depressed. amo. (15 mos). 

9. A.R 20 year history of depres- Orally: 9 tablets Psycho- Excellent None 
62 sion; ECT in 1942, 1956 and daily, gradually therapy 
Fem. 1959 (35 treatments) while cut to 3. Parente- 

hospitalized. Manic-depr., de- ral: 1/wk., now 
pressed. once monthly. 
10. F.P. History of recurrent and per- Orally: 9 daily; Psycho- Excellent None 
25 sistent vomiting for years; gradually cu to therapy 
Fem. hospitalization in mental; % tablet daily. 


failure with ECT, psycho- 
ther. (individual and group) ; 
Diagnosis: Pseudoneurotic 


schizophrenia. 


Parenteral: 1/wk 
for four weeks. 
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tempted indeed to switch her to a placebo for ami- 
triptyline, but as yet this temptation has been suc- 
cessfully blocked by the ease of recall of her pre- 
vious episodes of depression and the severity of the 
liver damage following the use of Marsilid. 

9) A.R., a 62-year-old female with a history of de- 
pression for the past 20 years. She had received 
ECT in 1942 and 1950. In 1959, she was hospital- 
ized and received 35 ECT’s. Although she was dis- 
charged, she remained depressed. On her first visit, 
she was depressed and deteriorated but was reas- 
sured that ECT would not be used although she came 
for that purpose. Instead, she was given weekly 
injections of amitriptyline and nine tablets daily. 
In one week there was a noticeable brightening of 
her mood. Within a month she was sleeping better 
and had gained 8 lbs. The dose was cut after 12 
weeks to four a day. She has now been on the 
medication for almost six months; her visits are 
spaced to once a month at which time she is given 
an injection and purely supportive psychotherapy. 
Her overall response has been most excellent, she 
is happy, dresses better and socializes with her 
neighbors. Her memory difficulties (created by 
ECT) have cleared. The family reports that she 
is better than she has been for 20 years. 


10) F.P., a 25-year-old female was first seen at 
Brooklyn State Hospital where she was admitted 
because of persistent and recurrent vomiting and 
failure to respond to psychotherapy and ECT. She 
was a voluntary patient and left after two months 
only slightly improved. She had been given all 
known tranquilizers; ECT and psychotherapy was 
repeated but to no avail. In desperation, amitripty- 
line parenterally (weekly) and orally (six a day) 
was prescribed. This oral dose was soon cut down 
to three a day because it produced excessive som- 
nolence. She was continued in individual psycho- 
therapy and for the first time became accessible, 
but objected strenuously to the ‘‘dependent’’ rela- 
tion with the author. After a month, she was trans- 
ferred to group therapy; she gradually cut the dose 
of amitriptyline according to her own needs, de- 
spite psychiatric and family persuasion to continue. 
She now takes 14 pill at night when she feels it 
is necessary. Her visits have been spasmodic for 
the past six months; she is seen only when she re- 
quests it. Both the patient and her husband have 
maintained telephone contact. Her attitude towards 
her parents, husband and children and herself have 
undergone radical changes for the better. 


Discussion 


The use of amitriptyline simultaneously 
with other modalities of treatment and the 
fact that some of the patients reported here 
are seen at infrequent intervals, hardly meet 
the usually accepted criteria for controlled 
clinical investigation, Yet the nature of the 
results, when observed in the total setting 
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of the patient rether than in the narrow 
perspective of a rigid, obsessive-compulsive 
experimental design, warrant this report. 
Amitriptyline, when used parenterally, has 
aided the ‘‘total” treatment of many patients. 
Perhaps its addition to the other modalities 
mentioned can be explained as a “‘psychologi- 
cal effect’”’ or merely a meeting the patient’s 
“need for magic.” In some of the patients 
reported here, “psychotherapy” was indeed 
meagre, simply because the patient could not 
be reached for any meaningful communica- 
tion. In others, the use of the drug, both 
parenterally and orally, facilitated some de- 
gree of psychotherapy. This synergism has 
been emphasized by others.’ If encourage- 
ment, hope and optimism dilute evaluation 
of the effects of parenteral amitriptyline, 
their use is justified by the results. Psychia- 
tric illness has many facets. At this stage 
of our psychiatric ignorance it seems log- 
ical to accept the fact that both biochem- 
ical and psychodynamic factors may play a 
role both in the etiology as well as the treat- 
ment of emotional iliness.° To artificially 
separate them is reminiscent of the ancient 
“body-mind” dilemma which has long sep- 
arated medicine and psychiatry. It does 
seem more practical to consider body and 
mind as part of a single unit, since they are 
difficult to separate and are well attached. 


Drugs used in this study were supplied as follows: 

Amitriptyline by Merck, Sharp & Dohme, West 
Point, Pa., under the tradename Elavil. 

Phenelzine by Warner-Chilcott Laboratories, Mor- 
ris Plains, N. J., under the tradename Nardil. 

Imipramine by Geigy & Co., Ardsley, N. Y., under 
the tradename Tofranil. 

Parstelin by Smith, Kline & French Laboratories, 
Philadelphia, Pa. 

Cogentin by Merck, Sharp & Dohme. 
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Clinical Study of Thioridazine Hydrochloride 


NINA KATERYNIUK, M.D. 


Introduction 


Thioridazine hydrochloride (Mellaril) is a 
new psychotropic drug of the phenothiazine 
group. 

The presence of a thiomethyl radical, 
unique for Mellaril, distinguishes it from 
other compounds of similar chemical struc- 
ture. 

It is claimed by the manufacturers that 
the specific pharmacological quality is re- 
sponsible for the relative absence of side 
effects and greater specifity of Mellaril’s 
psychotherapeutic action. 

Fifty-two (52) patients, 23 men and 27 
women were treated with Mellaril at Central 
State Hospital for periods ranging between 
12-103 days, the average being 38 days. The 
majority of these patients had histories of 
prolonged hospitalization and belong to the 
chronic population of the hospital. Their 
ages varied between 14 and 76 years, with 
an average of 45 years. 


Diagnostic categories included: 


Manic Depressive Reaction, Manic Type .............. am 
Manic Depressive Reaction, Depressed Type ........ 2 
Chronic Brain Syndrome Associated with Or- 
Mental Deficiency with Psychosis ...........00....00. 4 


The following indications were given by 
the ward physicians for their choice of Mel- 
laril treatment: 


1) Unsatisfactory response to other psychotropic 
drugs or methods of treatment. 

2) Undesirable side effects observed with other 
drugs. 

3) An attempt to evaluate Mellaril as the initial 
drug treatment. 


The study of patients’ response to Mellaril 
was based primarily on his progress. All 
medicines except those given for physical 
disorders were discontinued before Mellaril 
treatment. Each patient treated with Mel- 


From Central State Hospital, Lakeland, Ky. 


laril was observed closely in regard to his 
behavior, mood, content of thought, appetite 
and sleep pattern, 

The patients were, as a rule, examined by 
a ward physician before, during, and at the 
end of the Mellaril trial. The progress notes 
made by physicians and nursing staff served 
as the main criterion in final evaluation of 
patients’ response. About 25% of the pa- 
tients were followed up in individual inter- 
views by the present investigator during the 
course of treatment. 

No laboratory studies were done. The 
daily dosage of Mellaril varied from 75-800 
milligrams. Daily dosage is tabulated below: 


Amount No. Pts. 


Based on clinical progress, patients’ re- 
sponse to Mellaril was evaluated as follows: 


Number of Patients Improved) 36 
Number of Patients Unimproveed 14* 
Number of Patients Worse 2 


*Four of these patients showed fluctuating type 
of remissions and exacerbations of symptoms. 

In regard to diagnostic classification and 
the degree of improvement, the results are 
summarized in Table I. 


TABLE I 
~ 
eZ 22 & 
Diagnosis be <4 
Manic Depressive: 
Depressed Type 
Chronic Brain Syndrome with 
Organic Brain Disease .......... 
Mental Deficiency with Psy- 
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It is of interest that in all instances of 
marked improvement (including complete re- 
missions), patients’ response to Mellaril ap- 
peared to be the more effective when com- 
pared with other chemotherapeutic agents 
administered to the same patients. 

Table II enumerates comparative summa- 
ries of representative cases. 

Mellaril was well tolerated by all patients. 
No allergic reactions, no serious side effects 
were noticed in the study group. Six pa- 
tients who earlier had manifested allergic 
reactions to other phenothiazine-type tran- 
quilizers received close scrutiny. Four of 
these patients, treated now over a period of 
six weeks and two for three weeks, show no 
sensitivity to this drug. In three cases only, 
and this refers to the total number, patients 
reacted to Mellaril with marked drowsiness. 
In all three cases this occurred when the 
daily dosage of Mellaril exceeded 400 milli- 
grams. No symptoms of parkinsonism or 
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other extrapyramidal symptoms were ob- 
served during the Mellaril treatment. 


Summary 


We administered Mellaril to 52 patients at 
Central State Hospital for periods ranging 
from 12-103 days (average 38 days). Fa- 
vorable response was seen in 36 with im- 
provement evident in their clinical course. In 
five of these patients, there was complete re- 
mission of active psychotic symptoms. Four- 
teen patients in the markedly improved 
group responded more favorably to Mellaril 
treatment than to previous treatment (other 
psychotropic drugs, ECT, general). 

Six patients with histories of sensitivity 
to other phenothiazine-type of medication 
tolerated Mellaril well, also the group as a 
whole showed no allergic reactions, or other 
serious side effects during Mellaril treatment. 

Observation of Mellaril as the _ initial 
chemotherapy continues. 


TABLE II 
Patient Response to Mellaril 


POSITIVE RESPONSES: 


Time in Course on Previous Treatment 
Age Sex Diagnosis Hospital (Equal or longer time) 
28 M Manic Depressive Reac- 2144 mos. No improvement with oth- 
tion, Manic er phenothiazine medicines 
No EST. 
69 M Schizophrenic Reaction, 214 mos. Tense, restless, manneris- 
Chronic Undifferentiated tic, hallucinating, sleep dif- 
ficulty. 
38 F Schizophrenic Reaction, 3 yrs. Out of contact, untidy, bel- 
Chronic Undifferentiated ligerent, difficult to man- 
age. 
66 F Schizophrenic Reaction, 2 yrs Withdrawn, antagonistic, 
Paranoid Type 8 mos hostile. 
37 M Chronic Brain Syndrome 19 yrs. Agitated, argumentative, 
with Convulsive Disorder temper tantrums, frequent- 
ly secluded. 
58 M _ Tabo-paresis 2 yrs. Restless, agitated, bellig- 
erent, hostile. 
30 M _ Schizophrenic Reaction, 7 yrs. Apathetic, withdrawn, in- 
Chronic Undifferentiated appropriate, manneristic. 
31 M Schizophrenic Reaction, 2 yrs. Hyperactive, outbursts of 
Chronic Undifferentiated anger, combative. 
48 M Chronic Brain Syndrome 15 yrs. Loud, combative, paranoid. 
with Convulsive Disorder 
35 F Schizophrenic Reaction, 314 yrs. Confused, restless, _ silly, 


Hebephrenic Type 


management problems. 


Duration of treatment in positive and negative categories is the same. 


Response to Mellaril 


Complete remission, discharge 
after 34 days. 


Complete remission of active 
psychotic symptoms, maintains 
improvement, to be discharged. 
Two weeks after Mellaril, pa- 
tient stopped wetting bed, quiet, 
cooperative, able to dress. 
Alert, friendly. For the first 
time in 16 years, wrote to her 
family. 

Seemed a_ different person, 
pleasant, cooperative, no seclu- 
sion needed. 

Worse. EST started. 


Transient episodes of improve- 
ment and relapses. 
No change. 


No significant change. 


No improvement. 
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Evaluation of a Tranquilizer in General Practice 


A. LEwIs KOLODNY, M.D. 


Studies of psychotropic drugs in general 
practice are important because they (1) help 
confirm work done by early investigators of 
the compounds and (2) help determine the 
suitability of the drugs for use in general 
practice, where treatment problems differ 
from those encountered by psychiatrists in 
private practice and in mental hospitals. 


For the general practitioner, clinical eval- 
uation of psychotropic drugs provides an 
opportunity to study as well as treat the 
many emotionally disturbed patients he sees. 
Meaningful and useful data can be obtained 
without treatment time hatin borrowed from 
practice. 


This paper reports on an evaluation of 
the phenothiazine ataractic, trifluoperazine 
(Stelazine, Smith Kline & French Laborato- 
ries), and comments on some general tech- 
niques for such evaluations. 


The Studies 


The objectives of the evaluation were to 
learn the relative efficacy of the drug for 
the treatment of mild mental and emotional 
disorders, the dosage required for effective 
therapy, and the frequency of side effects 
and their relation to dosage. Two studies 
were done on a total of 186 patients. The 
first study, in which a low dose-range was 
used, served as a control for the second 
study in which a higher dose-range was 
used. 


In evaluating patients’ responses to ther- 
apy, leading questions about their symptoms 
were avoided, and an attempt was made to 
standardize questioning, Much of the eval- 
ulation and administration of iimited psy- 
chotherapy was facilitated by previous 
knowledge of the background and lives of 
many of the patients who had consulted the 
author as family physician. 

Criteria used to rate response to therapy 
were as follows: 

Much Improved: Those patients who, after treat- 


ment were asymptomatic. They regained former 
levels of well-being, and were no longer preoccupied 
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with somatic symptoms. Also, patients who, while 
not asymptomatic, improved markedly in a short 
period of time (1-2 weeks), and seemed better 
equipped to deal with their problems. 

Improved: Those patients who experienced a defi- 
nite reduction in the intensity of symptoms, or in 
the frequency of attacks of somatic symptoms such 
as palpitations. These patients showed less con- 
cern with their symptoms (which some felt would 
persist but were not intolerable) and appeared to 
be better adjusted to the stress-provoking situa- 
tions in their lives. 

Slightly Improved: Those patients who obtained 
some sporadic relief of symptoms. Their complaints 
continued but with reduction in frequency and in- 
tensity. 

Same: Those patients who showed little or no 
change, who said the medication did not help them 
at all, and who suffered as much as before treat- 
ment. 


Initial Studies 


An initial study was conducted with the 
small doses recommended for investigation 
by the manufacturer of the drug, since early 
reports'” had indicated the drug to be more 
potent than related phenothiazines; 73 pa- 
tients (48 women and 25 men) aged 16 to 
71, were treated. The majority of them 
(67%) were diagnosed as suffering from 
anxiety reaction. In this group, the most 
common symptoms were nervousness, irri- 
tability, tension, feelings of insecurity, and 
apprehension. About one quarter of the 
group had depressive elements in symptoma- 
tology, including crying spells, melancholia, 
weakness, chronic fatigue, listlessness, and 
apathy. The most common psychophysio- 
logic symptoms included gastrointestinal 
distress, headache, palpitations, and dizzi- 
ness. In all of the patients, organic illness 
was. either identified or ruled out before 
treatment began. The patients were given 
between one and two mg. of trifluoperazine 
a day (initial dose 0.25 mg. q.i.d.). Sixty 
patients received 0.25 mg. q.i.d. and 13 re- 
ceived 0.5 mg. q.id. Duration of therapy 
ranged from 2 days to 5 weeks; the usual 
duration was 2 weeks. 

Results are summarized in Table I; 33 pa- 
tients (45% ) were rated as “improved,” and 


| 
151 
. 
Kes 
4 
; 


152 
TABLE I 
Summary of Diagnoses and Results 
Number of Patients 
3 as 
A. 
BSE 
N 
Diagnoses 
Anxiety reaction ...................... 49 74 
Neurasthenia. 6 2 
Psychophysiologic reaction .... 4 6 
Menopausal syndrome ............ 4 
Premenstrual tension .............. 2 
Globus hystericus 2 
Senile depression. ...................... 3 
Results 
Mich amproved 15 (21%) 59 (59%) 
33 (45%) 28 (28%) 
Slightly improved .................... 15 (20%) 7( 7%) 
10 (14%) 6 ( 6%) 
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only 15 patients (21% ) were rated as “much 
improved.” If the patients not rated as 
“much improved” had been treated longer, 
some of them may have obtained greater re- 
lief of symptoms, but the results of the study 
suggested that in the dose range used (one 
to two mg. per day), the drug was only mod- 
erately effective. Side effects at this dosage 
were mild: two patients had dry mouth; two 
patients had dizziness, and two experienced 
transient nausea. Discontinuation of medi- 
cation was not required in any case. 

An additional 13 patients were subse- 
quently treated with higher doses of trifluo- 
perazine (between three and eight mg. per 
day) and greater efficacy was obtained; ten 
of these 13 patients were rated either “im- 
proved” or “much improved.” Results in 
these few patients were encouraging enough 
to undertake another study to determine if 
doses of trifluoperazine higher than one to 
two mg. per day would be more effective. 


Higher-dose Study 


In this study 100 additional patients (74 
women and 26 men, age 17 to 65) were 
treated. The majority of these patients 


(74%) also suffered from anxiety. Most 
were nervous, restless and irritable; half of 
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them had palpitations. The symptomatol- 
ogy in this group, in general, was compa- 
rable to that in the initial study. All patients 
were started on 3 or 4 mg. of trifluoperazine 
a day (1 mg. t.i.d. or q.i.d.), and all but two 
were continued on these doses. In these 
two patients, the dosage was reduced to 
1 mg. a day when they experienced drowsi- 
ness. 

Duration of therapy ranged from two 
weeks to three months, and averaged two 
months. Results, as shown in Table I, were 
better than results in the 73 patients treated 
with 1-2 mg. a day. Of the patients treated 
with 3-4 mg. a day 59% were “much im- 
proved,” 28% “improved.” 

Because some of the symptoms seen in 
patients with anxiety and depression were 
the same as those seen in other diagnostic 
categories (e.g., psychophysiologic reaction, 
neurasthenia) an exact correlation between 
diagnosis and efficacy was not possible. In 
general, however, results in patients with 
chronic anxiety were more favorable than 
in patients with acute anxiety. The follow- 
ing two cases illustrate results in typical 
patients with chronic anxiety. The first is 
a patient in whom bronchial asthma seemed 
closely associated with her emotional con- 
dition. 

Case 1—A 32-year-old woman complained of ner- 
vousness, irritability, anxiety and insomnia, and 
said these symptoms had troubled her intermit- 
tently for about two years. She also suffered at- 
tacks of bronchial asthma (estimated by her to 
occur once a week) for which she took oral ephe- 
drine and aminophylline. She had been treated with 
barbiturates, bromides and perphenazine, with mod- 
erate relief of symptoms. 

She was given trifluoperazine (1 mg. q.id.) and 
other medication (except the asthma preparation) 
was discontinued. When seen one week later she 
reported having slept better and described what 
seemed to be some reduction in irritability. Two 
weeks later she was noticeably calmer, and re- 
ported that although she still occasionally felt an- 
noyed at small things she didn’t ‘‘tense up so easily.” 
Her improvement was maintained and at the end 
of three months she reported not having had an 
asthmatic attack during the previous month. 

Since she had been relieved of symptoms of anx- 
iety which had troubled her for two years, and 
since her asthmatic attacks had been less frequent, 
the patient was considered ‘much improved.” 

Case 2—-A 17-year-old girl presented symptoms of 
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nervousness, palpitations, despondency, weakness 
and fainting spells. She said that these symptoms 
had been present for about one year, but she had 
never sought treatment because until recently she 
had been able to ‘make the best of them.’’ She was 
given trifluoperazine, 1 mg. q.i.d., and around the 
fifth day of treatment she noticed being less ner- 
vous and having more energy. During therapy, she 
disclosed that a year before (shortly before the on- 
set of her symptoms) she had married a man 23 
years her senior. She reluctantly admitted that the 
marriage was an attempt to escape from an ex- 
tremely unhappy homelife. Her parents were di- 
vorced when she was 10 years old, and her life had 
seemed like an unending period of unhappiness, in- 
justice and shame. 

In subsequent visits during the next five weeks, 
the patient reported freedom from palpitations and 
fainting spells, and reduction in despondency over 
being trapped in her marriage. She stated, “I know 
T’ll never be happy with my husband, but for some 
reason I don’t feel all tied up in knots.’ In this 
case, in ventilating her problems, the patient 
seemed to gain some insight into the reasons for 
her discomfort. This, and the support of drug ther- 
apy, contributed to a temporary adjustment to her 
situation. Whether these gains can contribute to 
permanent adjustment seems doubtful, for the pa- 
tient has a long history of maladjustment and, now 
a difficult marriage. Rating ‘improved.’ 


Approximately 10 per cent of the patients 
had prominent complaints of gastrointestinal 
distress, such as nausea, bloating, and ano- 
rexia; all of these patients were improved or 
much improved with therapy. Two patients 
in the study were chronic alcoholics, with 
marked emotional difficulties. In both cases, 
trifluoperazine appeared somewhat effective, 
though an optimum result was not achieved, 
as seen in the following case history. 


Case 3—-A 32-year-old woman complained of in- 
somnia, irritability and a feeling of being ‘angry 
all the time.” In the previous year she found her- 
self having increasing difficulty getting along with 
others. A bar-maid, she unsuccessfully tried to 
carry the ‘‘devil-may-care’” pose required for her 
job into her private life. Her men friends usually 
stopped seeing her when her temper tantrums and 
irascibility proved too unpleasant. She drank heav- 
ily; in the month prior to the start of trifluopera- 
zine therapy she lost consciousness a number of 
times, alone, in her apartment. She had been un- 
successfully treated with meprobamate and barbit- 
urates, both of which apparently gave her a feeling 
which she associated with being “let down” and 
exacerbated her depression. 

She was started on trifluoperazine, 1 mg. q.i.d. 
No change was observed for about a month, but 
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during the fifth week she said she was sleeping 
better, and wasn’t so “fed up’’ when she got home; 
she had not drunk herself to sleep for ten days. 
Medication was continued and, after two months, 
she was noticeably less hostile and defiant. “I don’t 
feel so bitchy nowadays,” she said. She was treated 
for a total of three months, at the end of which 
time she seemed to have acquired a little humor 
about herself and the people at the bar where she 
worked. She was still a tough and somewhat touchy 
girl, but because she was drinking less and spend- 
ing less time alone, she was rated “improved.” 


Six of the patients failed to respond at all 
to therapy (rated “same’”’). Five were sub- 
sequently started on other medication; the 
sixth, who proved to be a severely disturbed 
psychoneurotic, was referred to a psychia- 
trist. Of the five patients switched to other 
medication, two received phenothiazines and 
were unimproved after three weeks of treat- 
ment, The other three received meproba- 
mate; two were improved and one showed 
no change after four weeks of treatment. 
The following case typifies treatment failure 
in this study. 


Case 4—A 23-year-old woman complained of ner- 
vousness, insomnia, depression and “lack of pep” 
of about four months’ duration. She had discov- 
ered that her husband was having an affair with a 
woman she knew and her symptoms were obviously 
related to the threat to her marriage. Along with 
counseling, she was given trifluoperazine 4 mg. 
daily, over a period of six weeks, but at no time 
did she show improvement. “The medicine isn’t 
helping me at all,” she said. She felt helpless in 
dealing with her husband’s continuing affair, and 
trifluoperazine provided no amelioration of her 
symptoms. She was switched to meprobamate, and 
after four weeks of treatment still showed no im- 
provement. This is a case where situational stress 
is so intense that probably no drug therapy can 
assist the patient so long as the basic crisis per- 
sists. Rating: No change (‘“‘same’’). 


Of the 100 patients in the second study 66 
had previously received other medication 
(barbiturates, bromides, perphenazine, me- 
probamate, hydroxyzine, or amphetamine). 
On trifluoperazine therapy, many of these 
patients reported a slight but perceptible 
elevation of spirits, a maintenance of alert- 
ness which they had not previously experi- 
enced with other medications. 

Side effects were mild in both studies but 
more occurred in patients in the second study 
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than in the first, as might be expected with 
the higher dosage used in the second study. 
In the first study six patients (8%) had side 
effects: two patients experienced dryness of 
the mouth, two transient dizziness and two 
transient nausea. In the second study 17 
patients (17%) had side effects: 13 patients 
reported drowsiness, two had dryness of the 
mouth, one had transient dizziness, and one 
patient had several episodes of euphoria. In 
two of the patients in the second study who 
had drowsiness, the dosage was reduced from 
1 mg. q.i.d. to 1 mg. t.i.d., but none of the 
patients in either study required discontin- 
uance of therapy. 


Summary and Conclusions 


Svenety-three patients suffering from mild 
mental and emotional disorders were treated 
with one to two mg. a day of trifluoperazine, 
and 21 per cent were much improved, 45 per 
cent improved. An additional 100 patients 
were treated with higher doses of trifluoper- 
azine, three to four mg. a day, and the drug’s 
efficacy was found to be higher—59 per cent 
of the patients were much improved, 28 per 
cent improved. 
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From the results of these studies it may 
be concluded that trifluoperazine is effective 
therapy for many types of emotional disor- 
ders seen in general practice. Optimum dos- 
age appears to be four mg.aday. Al though 
some patients respond satisfactorily to 
smaller doses, results in general are not 
likely to be as satisfactory as at four mg. a 
day. Patients with chronic anxiety seem to 
respond best to trifluoperazine, particularly 
when anxiety is expressed as nervousness, 
restlessness, jitteriness or irritability. In 
these patients the primary advantage of tri- 
fluoperazine over other tranquilizers—in- 
cluding related phenothiazines—seems to be 
its ability to relieve symptoms of anxiety 
without undue interference with alertness. 


1825 Eastern Blvd., Baltimore, Md. 
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Chlorprothixine (Taractan) in Private Practice 


HARRY F. DARLING, M.D. 


This study in one respect continues the 
writer’s previous work® on chlordiazepoxide 
(Librium) because it follows the course of 
those patients who did not improve suffi- 
ciently with that drug. Although chemi- 
cally unrelated to Librium and other thera- 
peutic agents* now in use there is a definite 
therapeutic relationship between the two. 
The neurotic patients who did not respond 
at all, or responded inadequately or had to 
be discontinued from Librium due to dis- 
turbing side effects, are included in this 
study. No other psychoneurotics are in- 
cluded. The endogenous group of patients 
includes some who were previously on Lib- 
rium and some who were not. All patients 
were on Taractan for at least three months. 

Seven schizophrenics with the affective- 


catatonic mixed type so common in New 
England were placed on the drug. Two of 
them were aggravated, two were relatively 
unchanged, and one improved markedly. The 
latter case was very interesting. This pa- 
tient was so upset when she came to the of- 
fice that she was unable to sit still, had 
marked anxiety, fear, confusion and delu- 
sions, and threatened suicide. For immedi- 
ate action to prevent commitment she was 
put on Librium which ameliorated the more 
affective features. However, she remained 
psychotic and was put on phenothiazines 
which she could not tolerate due to aggrava- 
tion of the affective symptoms. On 150 mg. 


Taractan daily she made marked improve- 
ment and has sustained it for six months. 
Her case had been of eight years’ duration 
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and this improvement was so encouraging 
that the drug was tried on six similar pa- 
tients. It did not work on these patients 
and it has been abandoned for schizophren- 
ics, but its use is kept in mind as a last re- 
sort in case nothing else helps. 

Among the endogenous depressions were 
15 patients, four of them in the manic-de- 
pressive group. One was a depressed type 
who recovered after a month on 200 mg. 
Taractan daily. Three patients with mixed 
manic agitated depressions improved more 
quickly but these required larger dosages. 
The remaining 11 patients had endogenous 
depressions, mostly agitated involutional; 
nine of them had been ill for a year or more, 
and six had had ECT with only temporary 
improvement or none at all. Seven of the 
11 were markedly improved, two moderately, 
one was not improved and one became worse. 
With endogenous depressions similar results 
could perhaps be attained with hydrazines 
but Taractan had two advantages. There 
was a marked calming effect on anxiety and 
agitation and a relief of concomitant insom- 
nia; in general the drug acted more quickly. 
Dosage in the psychotic depression group 
varied between 75 and 200 mg. daily, the 
mean dose being 150 mg. daily. Previous 
response or lack of response to Librium was 
immaterial as to results obtained. One case 
of senile depression was relieved on 50 mg. 
daily. 

Among the neurotics it seemed that there 
was greatest improvement for those who 
had made some improvement on Librium 
than among those who had not. In most 
cases this was because they could tolerate 
‘Taractan better, without drowsiness, and 
higher doses could be given. Dosage varied 
between 45 and 150 mg. daily; the mean dose 
was 75 mg. The writer is not yet sure 
whether Librium or Taractan would be his 
drug of choice in the case of moderate and 
severe neurotic disorders. Inasmuch as the 
latter is newer and less is known about it, 
it seems probably more prudent for the pres- 
ent to use Librium first. 

Until last year the writer, in common with 
most of his colleagues, when confronted with 
an obsessive-compulsive patient, had an al- 
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most irresistible impulse to hide under his 
desk. Although good results had been re- 
ported with MAO inhibitors in some cases, 
notably by Arnot,°® there did not appear to 
be any rush to try these medications on 
these patients possibly because this type of 
drug was thought to be more specific for en- 
dogenous depressions and perhaps also be- 
cause the ambulatory obsessive-compulsive 
might not have the patience to wait a month 
for results. Encouraging results have been 
pointed out with Librium from the first.* 
Since working with Librium and Taractan 
the writer has had six obsessive-compulsive 
cases. Two who did well on Librium stayed 
on it. Of the remaining four treated with 
Librium, two did moderately well and one 
obtained only slight improvement, the other 
none whatsoever.* In the latter two patients 
duration of illness was 12 and 17 years re- 
spectively. These four patients were changed 
from Librium to Taractan; one was placed 
on 125 mg. daily and the other three on 200 
mg. Three improved markedly, one mode- 
rately. 

Psychiatry has been of two minds as far 
as obsessive-compulsives are concerned. Di- 
agnostically they are differentiated from en-: 
dogenous agitated depressions but their clin- 
ical picture in many cases certainly resem- 
bles that of obsessive-compulsives. One won- 
ders whether they fall within this group 
clinically, or are tangent to it. In theory, 
however, they are far advanced neurotics, 
perhaps the result of the slow progression 
of neurosis.” Arieti' relates them to schizoids 
and describes their dynamics as tangent to 
catatonics, 

One of our six cases falls into the intro- 
verted category as to her personality both 
before and after her illness. Four of the 
other cases, however, are described by the 
patients and their relatives as extraverts 
before their illness and they certainly are 
definitely on the extraverted side since their 
improvement. They are active both in small 
and large groups, sociable, friendly, talka- 
tive, and seldom are alone. Two of these 
four patients were those who had been ill 
over a decade, one for four years, and the 
last for two. Two cases had apparently 
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been precipitated postpartum. (The sixth 
case was only moderately improved, and the 
writer is not sure of her personality.) 

These observations may not coincide with 
the theory of the day, but at least the ma- 
jority of the diagnoses must have been cor- 
rect, inasmuch as other psychiatrists had 
rendered similar opinions in most of the 
cases, If these patients are not obsessive- 
compulsives but endogenous depressions it 
would be necessary to postulate a diagnosis 
such as manic-depressive reaction, pseudo- 
neurotic type (obsessive-compulsive, chronic) 
in order to explain obsessive-compulsiveness 
in extraverts. 

In any event it is well to remember that 
we are treating not a single psychoneurosis 
but a group of psychoneuroses and that the 
manifestation of similar symptoms in extra- 
verts and introverts does not necessarily 
imply that similar psychologic and/or bio- 
logic factors underlie every case of this 
syndrome. Arieti’s explanation and com- 
parison with catatonic dynamics is excep- 
tionally lucid and well written, but it does 
not explain why schizophrenics usually re- 
spond to phenothiazines while schizoid ob- 
sessive-compulsives rarely do and are usu- 
ally made worse. 

Side effects with Taractan are similar to 
those with Librium. Two patients became 
extremely drowsy on one 15 mg. tablet and 
the use of the drug was abandoned. One 
patient had temporary equilibrium disturb- 
ance. Controllable edema was noted in two 
patients. Except in the schizophrenic only 
one patient’s symptoms were aggravated. 


Summary 


This drug seems to have indications simi- 
lar to the hydrazines for endogenous depres- 
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sions, particularly for the agitated anxious 
patient. It seems to work faster and has a 
calming effect. Drowsiness is not usual even 
in high dosage. Its action appears similar 
in the case of obsessive-compulsives and its 
therapeutic effect remarkable. 

Both because of drowsiness and because 
of a lower effective dose in the neuroses, a 
lower dose schedule seems advisable. Its ac- 
tion in these cases appears similar to that of 
Librium and it seems that there is less pos- 
sibility of overmedication. 


Acknowledgment: My thanks to Roche Laborato- 
ries for supplying Taractan, and to the Medicai De- 
partment, especially Dr. Robert E. Dixon, for the 
many courtesies extended. 


Kannan Bldg., Lawrence, Mass. 
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Comparison of Use of Pharmacotherapy and Electrotherapy 
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for Severe Depression 


WILLIAM Furst, M.D. 


Severe endogenous depression, as distin- 
guished from the situational or exogenous 
type, is a medical emergency. In this com- 
mon mental disease psychopathologic expla- 
nations have until recent times dominated 
etiologic concepts. Major advances in con- 
temporary brain chemistry and physiology 
may require radical alteration in our under- 
standing of this intriguing illness which af- 
fects such large numbers of people and re- 
sults in the highest suicidal rate of all men- 
tal disorders. 

The target symptoms of severe endogenous 
depression, which this author considers a 
biologic, constitutional, somatic disease are: 
1. Anergia: Loss of drive, energy, interest in or ca- 

pacity for work, of sudden onset. 

2. Anorexia: Usually severe with rapid weight loss. 

3. Insomnia: Typified by early morning awakening, 
inability to return to sleep, and refractory to high 
doses of sedative drugs. 

4. Anhedonia: Inability to enjoy any pleasure. 

5. Depression: Usually severe in the morning, lift- 
ing in the evening. Suicidal ideation unusual. 

6. Somatic Complaints: Frequently mistaken for in- 
tracerebral, gastrointestinal or cardio-pulmonary, 
vascular or menopausal disease unrelieved by ap- 
propriate medication. Disturbances of water 
metabolism are frequent, revealed as dryness of 
the mouth and constipation. 


Prior to introduction of convulsive type 
treatments in 1936, little effective therapy 
was available for this disease. Cerletti’s' in- 
auguration of electrotherapy in 1936 pro- 
vided a means of helping large numbers of 
depressed patients. In 1940 I reported on 
250 patients treated by electroconvulsive 
therapy with remissions in a high proportion 
of cases.° 

The re-discovery in recent years that re- 
serpine had profound psychopharmacologic 
effects in man set the stage for concentrated 
study of brain chemistry. Reserpine not 


Read at a Joint Meeting of the Eastern Psychi- 
atric Research Ass’n with Kanto Neuropsychiatric 
Ass’n and Japan Mental Hospital Ass’n, July 7 and 
8, 1960, at Tokyo. Japan. 


only reduced blood pressure but frequently 
produced profound depression. 

Fox* in 1952 synthesized iproniazid. This 
drug not only reversed the reserpine in- 
duced slowing of activity in experimental 
animals but also neutralized mood depres- 
sion in man. The evidence suggests that 
iproniazid along with numerous other drugs 
has an inhibiting action on the body enzyme 
mono-amine oxidase‘ which results in in- 
creased levels of serotonin’ and norepineph- 
rine’ in the brain of experimental animals 
and presumably in men, A schematic inter- 
pretation of these events is presented in fig- 
ure 1. 

Serotonin 


increased level of active (‘free’) = antidepressant activity 
Norepinephrine 


* 


MAO Inhibitor i 
MAO, 


Serotonin 


Nurepinephrine 


Bound at receptor site in brain) 


Figure 1. 


Brodie, et al.‘ consider serotonin a neuro- 
humor which chemically transmits impulses 
to the parasympathetic and norepinephrine 
to the sympathetic nervous systems. Wooley 
and Shaw* postulated that increased sero- 
tonin caused contractions of brain oligoden- 
droglia to facilitate circulation of extravas- 
cular fluids, thus modifying brain functions. 
Kline’ first drew attention to the beneficial 
effects of iproniazid in reversing endogenous 
depression, and suggested the term “psychic 
energizers” for this group of drugs. 

The conventional psychomotor stimulants 
and the newer psychic energizers (mono- 
amine oxidase inhibitors) differ considerably 
as shown in Chart I. 

Due to the toxic effects of iproniazid 
(mainly in producing hypotension, hepatitis, 
edema and weight gain) analogues have been 
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CHART I 


Psychic Energizers 


1. Act slowly. 
2. Decrease anxiety, pal- 


Psychomotor Stimulants 


1. Act rapidly. 
2. Increase anxiousness, 


pitation and _ trem- palpitation and trem- 
bling. bling. 
3. Increase appetite and 3. Reduce appetite and 
weight. weight. 
4. Lower blood pressure. 4. Increase blood pres- 
sure. 


5. Reduce need for sleep. 5. Produce insomnia. 


Drugs of This Category Drugs in This Category 


Iproniazid Amphetamine 
(Marsilid®) (Benzedrine® ) 
Phenelzine Dextro amphetamine 
(Nardil®) (Dexedrine® ) 
Nialamide Methamphetamine 
(Niamid@® ) (Methadrine®, 
Desoxyn® ) 
Isocarboxazid: Methylphenidate 
(Marplan®)) (Ritalin® ) 
Pheniprazine Pipradol 
(Catron®) (Meretran®) 


sought in increasing numbers for clinical 
trial. These have varying degrees of mono- 
amine oxidase inhibiting strength, beneficial 
effects and undesirable side effects. 


Phenelzine (Nardil®) has in my experi- 
ence been as chemically effective as ipro- 
niazid and produces less toxic side effects.’° 
Following treatment with phenelzine, satis- 
factory remissions were obtained in 70 per 
cent of 36 severely depressed private pa- 
tients, Average daily dose ranged from 60 
to 90 milligrams daily. Since this initial re- 
port and with further experience involving a 
larger number of cases, the figure has come 
closer to 80 per cent. In my experience, an 
80 to 90 per cent remission rate may occur 
in severe depression with the use of electro- 
therapy; but the social stigmata, memory 
impairment, induced anxiety and occasional 
adverse physical reactions make an alterna- 
tive treatment more desirable. 


A comparison of pharmacotherapy with 
phenelzine and electrotherapy is shown in 
Chart II. 
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CHART II 
PHARMACOTHERAPY WITH PHENELZINE 
FoR 

. More readily accepted by patient. 
. Less costly. 
Permits continuation of work. 
No induced amnesia. 
No physical complications of serious nature. 
. Simplicity of treatment. 
. Relieves cardiac and arthritic pain. 
. Very few contraindications. 
AGAINST 
May cause mild G.I. distress. 
2. Possibility of hypotension on prolonged usage re- 
quires constant follow up. 
3. May precipitate hypomania. 
4. Insomnia on large doses. 
5. Slower remission undesirable where suicidal idea- 
tion present. 
6. Easy administration may result in overdosage. 
ELECTROTHERAPY 
FoR 
. Higher remission rate. 
. More rapid remission is usual. 
. Desirable where suicidal drive is strong. 
. Effective in improving sleep where sedatives are 
inadequate. 


WON 


AGAINST 
1. Requires special equipment, training and assist- 
ants. 
2. Produces memory impairment with occasional 
permanent retrograde amnesia. 
3. More expensive. 
4. May result in fractures or other physical injury. 


Freyhan" has recently emphasized that 
the pharmacological treatment of depression 
offers immense psychological advantage in 
that the patient maintains his experiential 
continuity. The amnestic syndrome associ- 
ated with ECT, to which therapeutic signifi- 
cance has been attributed, proves superflu- 
ous, as is seen in successful pharmacother- 
apy. In preserving experiential continuity 
there is offered vast implication for psycho- 
therapy, which until now either followed 
ECT or was necessarily limited to patients 
who appeared capable of affective contact 
and of self-control over suicidal impulses. 
The patient on ECT remains physically and 
emotionally passive. His recovery comes 
from without. Pharmacotherapy makes him 
a participant in the recovery process. This 
offers psychotherapy entirely new opportuni- 
ties to involve the patient in the therapeutic 
process until recovery is seen as coming 
from within. 
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During the past four years I have progres- 
sively increased the use of anti-depressant 
drugs, and decreased the use of electrothera- 
peutic methods. This does not imply that 
electrotherapy still has no useful place in 
treatment. However, it is apparent that 
at the clinical practice level the antidepres- 
sant drugs find use in a large proportion of 
depressions formerly treated with electro- 
therapy (Figure 2). 

I have extended my initial experience with 
phenelzine and now have accumulated 500 
cases of endogenous depression treated with 
this drug. The reduced use of other stimu- 
lant drugs (Dexedrine, Dexamyl, Ritalin, 
Meretran, Suavitil, Deaner, and Marsilid) 
compared with the increased use of phenel- 
zine in my private practice is shown in 
Figure 3. 
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Figure 2. 
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Indications for psychic energizing drugs 
are as charted below. 


CHART III 


A. Primary depressive states (endogenous and exo- 
genous ) 
1. Manic depressive, depressed. 
2. Involutional depression. 
3. Agitated depression. 
4. Psychoneurosis, reactive depression. 


B. Secondary depressive states. 


1. Menopausal depression. 

2. Post-partum depression. 
3. Post-operative depression. 
4. Senile depression. 

5. Schizophrenic depression. 
6. Psychosomatic diseases. 


(a) Asthma. 

(b) Ulcerative colitis and functional gastro- 
intestinal disorders. 

(c) Arthritides. 

(d) Hypertension. 

(e) Migraine. 

(f) Dysmenorrhea. 


(g) Coronary pain. 


Disappointment is bound to result from 
the use of a mono-amine oxidase inhibitor 
if it has been prematurely discontinued. For 
example, in a recent trial with a small num- 
ber of patients, King’? discontinued phenel- 
zine after four weeks. He had concluded that 
it was of no value and consequently insti- 
tuted electrotherapy. In my experience, in 
a high proportion of cases, good results with 
phenelzine do not occur until after 4 to 6 
weeks. It may take this long on the stand- 
ard dose for the mono-amine oxidase to be 
sufficiently neutralized to permit an accu- 
mulation of brain neurohumors for effective 
action. The rarity of side effects with phen- 
elzine makes this drug particularly desirable 
for ambulatory use. 


Chart IV lists the most frequent side ef- 
fects and their treatment. 


Conclusions 
1. In severe endogenous depression, drug 
therapy approaches the effectiveness of elec- 
trotherapy. In many cases it may be the 
treatment of choice. 
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CHART IV 


Side Effects Treatment 


(most to least frequent) 


Dryness of mouth Lemon lozenge 


Headache Decrease drug, anal- 
gesics 

Insomnia Librium 20 to 60 mg. 

Dizziness Sp. Dexedrine 5 mg. 

Nausea Oxaine 4-8 cc. 4 times 
daily 

Heartburn Oxaine 4-8 cc. 4 times 
daily 

Bloating Oxaine 4-8 cc. 4 times 
daily 


Cortisone 10-15 mg. t.i.d. 
ACTH i.m. 20-40 units 


Lowering of blood pres- 


sure 
daily 
Constipation Any effective laxative 
Weakness and fatigue Spansule Dexedrine 
5 mg. 
Hyper-reflexia and Pyridoxine hydrochloride 
twitchings 25 mg. daily 


Ankle edema 
Hypomanic episode 


Naqua mg 2-4 O.D. 

Reduce drug. Phenothia- 
zine i.m. 

Reduce drug dose 

Reduce drug dose 


Visual blurring 
Variations of libido and 


potentia 
Difficulty urinating Reduce drug dose 
Rash Stop drug 


2. Based on the results of a clinical trial 
with 1000 ambulatory private patients, phen- 
elzine, a new mono-amine oxidase inhibitor, 
has been highly effective in relieving severe 
depressive states. Due to the rarity of side 
effects, phenelzine has a distinct advantage 
over iproniazid as an anti-depressant drug. 


Summary 


Specific pharmacologic treatment for se- 
vere endogenous depression based on more 
solid scientific grounds than empirical elec- 
trical therapy seems imminent. The char- 


acteristic symptomatic clinical picture is 
presented. 
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The discoveries leading to the use of psy- 
chic energizing drugs (mono-amine oxidase 
inhibitors) are cited. Phenelzine, a less 
toxic drug than iproniazid, has found in- 
creasing use in ambulatory treatment of se- 
vere endogenous depression, The advantages 
and disadvantages of electrical and pharma- 
cologic therapy and the indications for the 
latter are charted. The increasing use of 
mono-amine oxidase inhibiting drugs to re- 
place electronic therapies is diagrammed. 
Phenelzine has distinct advantage over ipro- 
niazid primarily because of the relative ab- 
sence of toxicity of the former. Side effects 
of phenelzine are presented. Attention is 
directed to the fact that with pharmacother- 
apy the patient maintains experiential con- 
tinuity and active participation in psycho- 
therapy and the recovery process. 


50 So. Munn Ave., East Orange, N. J. 
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Psychiatry in Relation to Medical Practice 


ANTHONY R. GABRIEL, M.D. 


During the latter part of the nineteenth 
and the first quarter of the present century, 
there was a rapidly increasing acceptance of 
the theory of a dynamic psychiatry—a psy- 
chiatry based on psychological influences 
and motivations. Today there is little dis- 
pute that psychological forces enter into for- 
mation of the personality and its disorders. 
Various factors and emotional experiences 
may, for example, lead to feelings of insecur- 
ity; these in turn to anxiety followed in a 
vicious circle by aggressiveness, feelings of 
guilt and further anxiety. Some of the driv- 
ing and determining or motivational aspects 
of personality are conscious but more are be- 
yond awareness. Entering, too, into the dy- 
namic or cause and effect organization of the 
personality are the social and cultural in- 
fluences to which it is exposed and the feel- 
ing-experiences growing out of inter-per- 
sonal relationships. There is no valid mini- 
mizing of the importance of the operation 
of mental forces in the production of both 
normal and psychopathological reactions. 
The dynamic interplay of emotional forces 
and other aspects of personality with hu- 
man behavior cannot be over emphasized. 


The following are some interesting facts 
and figures about mental illness in the 
United States: 


1. 16,000,000 people are suffering from some form 
of mental illness—one in ten persons suffers from 
a mental disease. 

2. About 50,000 people are addicted to narcotics. 

3. 16,200 people committed suicide in 1955. 

4. For every four marriages a year, there is one 
divorce. 

5. About 4,800,000 children and adults are men- 
tally retarded. 

6. Slightly more than one out of every two hos- 
pital beds is occupied by a mental patient. There 
are more patients in the hospital for mental illness 
than for poliomyelitis, cancer, heart disease, tuber- 
culosis and all other diseases combined. 


7. About one-half of the patients ccnsulting gen- 
eral practitioners suffer some form of mental illness. 


Read at a joint meeting of Eastern Psychiatric 
— Association on July 18, 1960, at Hong 
ong. 


8. About 30% of patients in medical and surgical 
wards of general hospitals are more or less neu- 
rotic. 

9. Mental illness is costing the Veterans Adminis- 
tration 22 million dollars annually. 

10. There are 586 hospitals for mental diseases 
and 1200 clinics. 

11. In 1956 there were 9,295 psychiatrists who 
were members of the American Psychiatric Associ- 
ation. The official membership count as of March 
31, 1959 was 10,420. 


The “spoon feeding” of children has been 
blamed for the high rate of drop-outs from 
college. Four out of ten students in college 
today will not remain to graduate. The root 
of the high drop-out rate lies in psychologic 
troubles, most educators think. The stu- 
dents simply are not mature enough to cope 
with college and its demands. They are the 
product of an “era of spoon feeding.”’ When 
they get to college and find out that things 
are not done for them, they crack up and 
drop out. There are, of course, other rea- 
sons for leaving college, including financial 
difficulties, marriage, or inability to meet the 
necessary intellectual standards. However, 
the emotional problems are great. 

It must be kept in mind that the patient 
of today is a better educated person and 
much better informed about medical matters 
because of medical columnists, magazine ar- 
ticles, books, movies, plays, radio and tele- 
vision. He would like to have sympathy and 
understanding and be considered as more im- 
portant than his disease. The patients with 
mild neuroses really resent being told that 
there is nothing wrong with them. But 
spending five to 15 minutes extra with them 
and listening will usually result in expres- 
sions of gratitude and confidence that are 
quite amazing. Then, too, it should be re- 
membered that if the patient does have se- 
rious pathology, the psychic effect of the 
disease on the patient may be as important 
as the disease itself. 

Anxiety, to a lesser or greater degree, is 


found in almost every patient with whom the 
physician is confronted today. The recital 
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of physical symptoms is frequently a mani- 
festation of a condition of chronic anxiety. 
Removal of one of these “useful symptoms’”’ 
may precipitate a severe state of panic which 
is unbearable and warrants some immediate 
measure for relief. Drugs, as barbiturates 
or tranquilizers, may provide temporary al- 
leviation but psychotheapy is what is really 
needed. The family physician can afford re- 
lief in many instances by merely “listening 
these patients out.” 

The general practitioner should be aware 
that a reactive depression may occur follow- 
ing the death of a close one, an injury, ill- 
ness, or personal catastrophe. However, a 
person must endure a certain amount of 
grief for his future mental health. 

Depressions are frequently disguised with 
physical symptoms. Questioning by the phy- 
sician will help to determine the depth of 
depression and the possibility of suicide. 

It must be remembered that the patient 
who appears to be recovering from a depres- 
sion is more apt to contemplate suicide than 
one who is deeply depressed. When the phy- 
sician becomes suspicious of suicidal incli- 
nations in a patient, he should inform the 
family and make certain that a reliable per- 
son is with the patient at all times, prefer- 
ably in a hospital, until the patient can be 
seen by a psychiatrist. 

Delirious states may be induced by such 
drugs as bromides or barbiturates or by 
such conditions as fever or heart failure. 
Toxic psychosis has been mentioned as the 
most common major mental disorder treated 
by the general practitioner. One of the 
earliest symptoms is the fluctuation in con- 
sciousness from a state of complete confu- 
sion to one of clearness with the possible 
subsequent appearance of delusions and hal- 
lucinations. Determination of the source of 
poisoning, whether external or internal, is 
primary, and then the source is corrected 
or treated specifically. 

Alcoholism, chronic or acute, may fre- 
quently be encountered and should be treated 
according to the stage of the disease and 
the physical and mental state of the patient. 
Many feel that the safest drug for a patient 
in the acute state is probably still paralde- 
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hyde. The proper attitude of the family 
physician may encourage an alcoholic, who 
is usually poorly motivated, to seek psycho- 
therapy or at least to attempt rehabilitative 
measures, 

The emotional problems of pregnancy are 
manifested in some of the complications of 
the first three months, such as excessive 
vomiting and threatened miscarriage, later 
toxemias, and, of course, the development of 
postpartum psychosis. 

The dangerous patient is seen in the epi- 
leptic furor and aggressive psychopathic 
states often induced by alcohol or drugs, in 
the schizophrenic process, in the manic-de- 
pressive psychosis, and in the various para- 
noid states. Here therapy by the physician 
may be interpreted by the patient as an at- 
tack and withdrawal from the case as rejec- 
tion; thus the doctor becomes the object of 
his hostility. Early detection of these cases 
is essential with referral to a qualified psy- 
chiatrist or to a psychiatric hospital. 

There are some less obvious psychological 
emergencies which may go unrecognized by 
both family and physician and are evaluated 
as such only in retrospect, when their impact 
has already done its damage. These include 
the many crises in life, such as marriage, 
pregnancy, illness or injury, loss of a close 
one and threat of financial or personal dis- 
aster. In knowing his patient totally, the 
physician may be able to serve in a preven- 
tive capacity by being able to anticipate, in- 
quire into and recognize these potential 
crises and thereby provide emotional support 
through his mature empathy and insight. 

One of the most difficult problems for a 
doctor is to decide what and how much to 
tell a patient about his illness; as, for ex- 
ample, when a patient has been found either 
by examination or by operation, to have a 
hopeless illness. This problem is often com- 
plicated by the assertion of the patient, ei- 
ther before an operation or when he recog- 
nizes that he is very ill, that he must know 
the whole truth. Often arrangements have 
to be made by the patients for their families, 
partners, or employees, arrangements which 
will keep their minds at ease during a criti- 
cal time in their illness. 
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Usually there is someone in the patient’s 
family who can advise the doctor whether 
the whole truth should be told, withheld 
completely or partially told. This factor can 
often be evaluated by the doctor who has 
had the person under his care for sometime. 
Subterfuge may be necessary for certain 
people for whom the knowledge that the out- 
look is grim would destroy morale. Hope 
can, with truth, be kept alive in many in- 
stances, 

Despite the fact that new drugs have made 
it possible for the epileptic to control or 
greatly reduce his seizures, legal obstacles 
still make it difficult for epileptics to lead 
normal lives, For example, some states have 
statutes which place restrictions on his mar- 
rying and having children, driving a motor 
vehicle and obtaining employment. The epi- 
leptic patient must be helped in coping with 
his sense of isolation from the so-called nor- 
mal population. 

Contrary to popular belief, epilepsy doesn’t 
always “run in the family.” If one parent is 
epileptic, the chances of having an epileptic 
child are about one in 40 as against one in 
200 for normal parents. 

Many aged persons, who are disoriented, 
noisy and confused, may be maintained at 
home with the aid of tranquilizers, a realis- 
tic, affectionate, close relative, and an em- 
pathic physician with an untiring ear avail- 
able to both patient and family. 

In cases of adolescent delinquency, the 
family physician may be called upon for help 
by the court, the parents, or even the child 
himself. The request for help can come 
from the adolescent even before he is in se- 
rious trouble, but it may be disguised in 
terms of concern for his bodily functions. 
In a society that is extremely critical of par- 
ents of delinquent children, the parents have 
to deal with community feelings of disap- 
proval as well as the troublesome behavior 
of their children, A vicious circle develops 
in which the parents treat their child as a 
bad person and the child becomes convinced 
that he has been rejected. Sometimes the 
physician can break this circle by emphasiz- 
ing the positive personality attributes of all 
concerned, Some adolescents unable to de- 
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velop close relationships with their parents 
are able to develop them with other adults, 
and such relationships, often informal, may 
be accompanied by rapid disappearance of 
delinquent behavior. Thus, there are many 
ways in which a physician can be of service 
to the delinquent and his parents, and the 
results of many of these services are ex- 
tremely gratifying. 

Becoming mentally or emotionally ill is 
the response many people make to problems 
felt to be too big for them to handle. The 
physician endeavors to understand the ill- 
ness of each new patient by studying the 
patient’s personality to gain some under- 
standing of the forces which are creating 
or have created the tensions that have pro- 
duced the illness. The physician studies the 
various factors that have led to breakdown 
under stress. On the basis of what he learns 
he can advise a particular individual how to 
remove, reduce or live with pressures to 
which he is subject. What a ‘person needs 
significantly is a feeling of being wanted and 
of being necessary. Adults must be helped 
to grow up emotionally to the point that 
they find more satisfaction in giving than 
in receiving. 

Psychotherapy is the psychiatrist’s chief 
method of treatment. It is the direct treat- 
ment of one person by another person using 
predominantly verbal means. That is, the 
treatment is conducted by these two persons 
talking together rather than by the giving 
of drugs, by the use of physical measures 
or by other means, The patient comes to his 
physician for treatment because he is un- 
comfortable, because he is concerned about 
his discomfort, and because he wants to 
become more comfortable. He wants re- 
lief and the very process of giving him this 
relief is, in a sense, psychotherapeutic. Fre- 
quently overlooked is the fact that much 
that is psychotherapeutic occurs outside the 


structure of formal psychotherapy. 

For some patients psychotherapy may 
merely be a situation in which the patient 
gets things off his chest—“blowing off 
steam” can be helpful. For a few patients 
psychotherapy may merely offer a situation 
wherein he feels he is listened to. For some 
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patients the undivided attention of the ther- 
apist can be tremendously helpful, in fact, 
sustaining. While being listened to, some 
patients hear themselves better and with 
this clarification, work out better solutions 
for themselves and are subsequently less 
troubled. 

It is not over simplification to say that 
the initial steps of psychotherapy are avail- 
able to every physician: for example, es- 
tablishing rapport, noting how complaints 
are stated, encouraging ventilation and win- 
ning confidence. Subsequently, non-verbal 
methods can be applied. 

In summary, it may be said that, in addi- 
tion to involving skills and knowledge, psy- 
chotherapy is an attitude. The therapist’s 
attitude toward the patient includes warmth, 
kindness, humility, a willingness to try to 
understand the patient, sensitivity, objectiv- 
ity, flexibility, and intuitiveness, which is 
primarily a compound of knowledge and ex- 
perience and some of the previously men- 
tioned qualities. But it must be noted that 
this is an attitude that can and should be 
manifested by all physicians in their care of 
the 1960 model of patient. 


108 East 81st Street, New York 28, New York. 
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PEDIATRIC NEUROLOGY 


The Committees on Child Neurology of the Amer- 
ican Board of Pediatrics and the American Board 
of Psychiatry and Neurology met on September 21, 
1959, and October 21, 1960, and submit to their re- 
spective Boards the following statement: 


It is recommended that a desirable program in 
pediatric neurology include: 1. A year of approved 
internship. 2. Approved residency training in a 
pediatric service. 3. Two years of residency train- 
ing in general neurology. 4. A year of residency 
training in a pediatric neurology service. 


All of the above should meet the established re- 
quirements of the American Board of Pediatrics and 
the American Board of Psychiatry and Neurology. 
Flexibility should be allowed in the order in which 
these components of the training program are taken. 

Regarding training program facilities, 1. The pe- 
diatric neurology service should be in the setting 
of an active pediatric service with a sufficient num- 


ber of beds for the number of residents in training, 
an active outpatient department, and opportunities 
for the trainee to study the newborn. 2. The pedia- 
tric neurology service should be under qualified neu- 
rological direction. 3. Patient beds assigned to the 
pediatric neurology service should be in close physi- 
cal contact with the pediatric service and under in- 
dependent pediatric neurologic directions. 4. The 
pediatric neurology resident should have responsi- 
bility under competent supervision for patient care. 
5. Basic neurological science contacts should be 
readily available. 

The adoption of these recommendations might 
serve as a preliminary step toward further consid- 
eration of a formalized sub-specialty Board in Pe- 
diatric Neurology. For further information contact 
John McK. Mitchell, M.D., Executive Secretary, 
American Board of Pediatrics, Inc., or David A. 
Boyd, Jr., M.D., Executive Secretary-Treasurer, 
American Board of Psychiatry and Neurology, Inc. 
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Recent Advances in Psychiatric Services to 


Courts and Prisons 


RICHMOND HUBBARD, M.D. 


_ Traditionally the law has attempted to 

protect society from crime by punishing the 
criminal, There has been little interest in 
the criminal and his motivations, the major 
emphasis of law being to establish that the 
criminal committed the crime, to prove he 
did it and then administer punishment. Un- 
derstanding and consideration of why the 
criminal ran afoul of the law and his moti- 
vations in committing crime developed very 
slowly at first and more rapidly lately as 
psychiatry has begun to investigate criminal 
behavior. Today it is recognized that crime 
has a number of roots in the social and bio- 
logic aspects of man and that the emotional 
processes of man play a large part in crimi- 
nal acts. 

Law recognizes more and more that psy- 
chiatric study of a criminal contributes 
much to the understanding of criminal ac- 
tivity but it fears that if criminal activity is 
explained only in psychiatric terms that the 
whole concept and structure of criminal law 
as concerns punishment will have to be 
changed. 

On the other hand while the psychiatrist 
may offer a great deal in understanding be- 
havior of the criminal, he has not been 
able to work out much in the way of therapy, 
either group or individual, which is accepted 
as being effective in treating the criminal. 

In considering the topic of psychiatry and 
crime in the United States it must be kept in 
mind that there is not one universal law 
dealing with insanity and crime. Each of 
the 50 states and the Federal government 
have their own separate legal systems and 
the judges in each system may continually 
modify the law by giving their own opinions 
and decisions. Hence it is not surprising 
that there are often contradictions and con- 
fusions between the separate legal systems. 

The generally prevalent American rule 
still stems from the famous McNaughten 
Case of 1843 when 14 English justices 


agreed: ‘““A man is presumed sane and re- 
sponsible for his crimes unless it be clearly 
proved that at the time of committing the 
crime, the accused was laboring under such 
a defect of reason, from disease of the mind, 
as not to know the nature and quality of his 
act or that he was unable to distinguish right 
from wrong.” 

This test commonly known as the “right 
from wrong test” applies most aptly to a 
paranoid psychosis or to paranoid delusions 
which are a very limited symptom of in- 
sanity and play a small role in the entire 
field of mental disorder. The general psy- 
chiatric criticism is that the right or wrong 
test is a black or white affair and makes no 
provision for borderline cases nor does it 
take account of the tremendous advances in 
the knowledge of mental and nervous dis- 
order since 1843. 

A widely held test of insanity in criminal 
cases is that of irresistible impulse. Orig- 
inally this was intended to refer only to the 
impulsiveness of an active psychosis where, 
because of insanity the accused was unable 
to control his actions even though he may 
have been able to recognize them as wrong. 
Confusion arises, however, because from the 
psychiatrist’s standpoint there are many 
different types of impulsive behavior and le- 
gal precedents generally fail to distinguish 
among them. The types of impulses are: 


1. Psychotic actions as schizophrenic act- 
ing out. 

2. Neurotic actions (as obsessive compul- 
sive neurosis, pyromania, exhibitionism) and 

3. Normal people with violent rage or in- 
toxication reactions. 


The right and wrong and irresistible im- 
pulse rules are basically a legalistic test of 
responsibility and have little to do with the 
concepts modern psychiatry would use in es- 
tablishing mental disease or mental health. 
In an effort to provide a formula that would 
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not run counter to current psychiatric con- 
cepts the Durham rule was adopted by the 
District of Columbia in 1954. This states 
that ‘an accused is not criminally respon- 
sible if his unlawful act was the product of 
mental] disease or mental defect.” A similar 
rule has been in force in the state of New 
Hampshire since 1869 and has apparently 
worked satisfactorily. 

Two main objections have been leveled 
against the Durham rule. First, it is said 
that the concept of mental disease is not 
clearly defined and hence there will be a ten- 
dency to consider all criminals as sick. Sec- 
ond, it is felt that the “unlawful act—being 
a product of mental disease’ is ambiguous. 
The word product implies a causal connec- 
tion and the degree of causation is difficult 
to ascertain. Most psychiatrists, however, 
feel that the Durham rule is a step forward 
in that it allows the psychiatrist to bring all 
of his knowledge into the courtroom and to 
evaluate the life history of the accused ra- 
ther than just his behavior at the moment 
of the crime. 

There is a growing demand to have any 
prisoner accused of murder or of repeated 
felonies automatically examined by psychia- 
trists. This is done in Massachusetts where 
prisoners accused of capital offenses are ex- 
amined by the State Department of Mental 
Health before they go to trial regardless of 
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whether they interpose the plea of not guilty 
by reason of insanity. 

This is a trend I would like to see encour- 
aged. In my experience as a prison psychia- 
trist it is obvious that a sizeable percentage 
of prisoners are grossly psychotic and were 
tried and sentenced without the question of 
their mental status even being considered. 
In addition there is another large group of 
prisoners without psychosis but with major 
psychiatric disorders. Because of the short- 
age of psychiatrists, however, I do not look 
for a rapid change in this situation. Within 
the prisons efforts at group and individual 
psychotherapy have been made in many 
places and there is an increasing trend in 
this direction. Shortage of trained person- 
nel is one handicap and the difficulty of con- 
vincing the prisoner that it is safe to talk 
freely to the psychiatrist is another. 

In summary, I feel that the usefulness of 
psychiatry and acceptance of its enormous 
potential value in law enforcement and cor- 
rectional fields are growing steadily. The 
development of individual and group ther- 
apy in correctional institutions has promise 
and represents a significant trend towards 
rehabilitation rather than just punishment. 
The gap between the legal and psychiatric 
evaluation of mental disease is still wide but 
continues to narrow. 


109 Deerhill Avenue, Danbury, Connecticutt. 


A. E. BENNETT AWARD 


The Society of Biological Psychiatry is offering an annual award which was made 
possible by the A. E. Bennett Neuropsychiatric Research Foundation. The award will 
consist of $500.00, part of which is to be used for traveling expenses to the meeting. 
It will preferably be given to a youngish investigator and not necessarily a member of 
the Society of Biological Psychiatry, for work which has recently been accomplished 
and not published. The paper will be read as part of the program of the annual meet- 
ing of the Society and will be published with the other papers read at that meeting in 
the book: Biological Psychiatry, Volume IV. The honorarium will be awarded at the an- 
nual banquet. Please submit paper in quadruplicate to Harold E. Himwich, M.D., 


Chairman, Committee of Award, Galesburg State Research Hospital, Galesburg, IIli- 
Deadline for manuscripts is April 30, 1961. 
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Efficacy and Safety of Nialamide in the Treatment of 


Depressive Syndromes 


ADAM J. KRAKOWSKI, M.D. 


The two most important factors consid- 
ered by the physician in selecting a thera- 
peutic agent are its efficiency and its safety. 
The ideal drug would be one which would 
exert prompt, lasting, continuous and effi- 
cient action and would be completely safe. 
Such a drug should be non-toxic, free from 
side reactions, non-cumulative and non-ad- 
dictive. The medical practitioner in general 
and the psychiatrist in his specific field of 
endeavor is equipped at present with an ar- 
mamentarium of drugs which a decade ago 
would have appeared to be wishful thinking. 
However, no one of these drugs approached 
the ideal qualities sought. 

In the chemotherapy of depression the last 
few years have been exceptionally encour- 
aging. The discovery of the beneficial affects 
of the first monoamine oxidase inhibitor 
(M.A.O.I.), iproniazid, ushered in an era of 
the first true chemotherapy of depression.' 
The efficacy of iproniazid became unques- 
tionable but the safety of the drug proved 
to be 

Iproniazid belongs to the group of the so- 
called irreversible M.A.O. inhibitors. The ir- 
reversible inhibitors are cumulative drugs 
whose effects persist for a prolonged period 
after it is discontinued, and after it disap- 
pears from the tissues.‘ Recent studies have 
shown that other M.A.O. inhibitors which 
are of clinical value also belong to the irre- 
versible inhibitors. The reversible ones are 
those M.A.O. inhibitors which exert action 
only while present in sufficient concentra- 
tion in the tissues. These drugs appear to 
be of little, if any, clinical value. 

Iproniazid’s most serious complication has 
been acute liver necrosis whose exact cause 
is not yet clear. Overdosage is probably the 
main cause but malnutrition, concurrent liver 


From Champlain Valley Hospital and Physicians 
Hospital, Plattsburgh, N. Y. 

The drug, nialamide, used in this study was sup- 
plied by Pfizer Laboratories, Brooklyn 6, New York, 
under their tradename Niamid. 


disease and especially previously existing 
hepatitis are responsible for the side effects. 
Jaundice is reported to have occurred in one 
out of 4000 iproniazid treated patients, and 
out of those who developed jaundice 25 per 
cent died.® 

This problem of safety is crucial because, 
as with other psychotherapeutic drugs, the 
anti-depressants are available to every phy- 
sician and are widely used. Depressive ill- 
ness in one form or another occurs fre- 
quently as a specific syndrome or as a com- 
plication. It is seen in the development of 
various psychogenic and organic disturb- 
ances. It becomes at times a sequelae of 
treatment of other conditions; to mention 
only the therapy of hypertension with re- 
serpine or as a side reaction during the use 
of tranquilizing drugs of the phenothiazine 
group.°® 

Safety, of course, is not all, Efficacy is an 
important factor. If a depressed patient 
treated with chemical agents is not relieved 
of the main difficulty promptly, he is in ever 
present danger of suicide. 

An efficient drug for treatment of depres- 
sion, an analogue of promazine, imipramine 
HCl has been successfully used‘ yet there 
are refractory cases and, in addition, side 
reactions occurring in some patients made 
one aware of the need for other antidepres- 
sant drugs. 

An efficient antidepressant is a specific 
drug which produces a remission or recovery 
rate significantly higher than the spontane- 
ous recovery rate estimated by some as 44 
per cent within the first year of illness.* In 
search for a safe but an effective M.A.O. in- 
hibitor the author initiated a study of an 
analogue of iproniazid. At the time of the 
initiation of the study (April 1959) no case 
of severe liver toxicity due to nialamide was 
found in the available literature. Nialamide is 
chemically designated as N-isonicotinoyl-N’ 
(B-N benzylcarboxamido-ethy]) -hydrazine. 
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Method 


The patients were consecutive ambulatory 
and/or hospital patients who were referred 
for treatment of depression or in whom de- 
pression was coexistent or developed in the 
course of therapy. No other antidepressants 
were used concurrently and psychotherapy 
was not applied. Drugs, other than antide- 
pressants were used freely and the decision 
for their application was based on the exist- 
ence of such symptoms as agitation, anxiety 
and sleeplessness. Vitamin preparations were 
used occasionally to improve the poor nutri- 
tional state of the patients and not as pro- 
tection against the untoward effects of the 
drug on the liver since one of the objectives 
of the study was to observe the safety of 
nialamide. Each patient, who was considered 
suitable for treatment by virtue of depres- 
sion, received a thorough physical and neu- 
rological examination and, where applicable, 
he was referred for examination to an in- 
ternist. Laboratory tests including complete 
blood counts, urinalysis and liver function 
studies were performed prior to initiation of 
treatment and at least once thereafter. The 
patients were observed thoroughly in the 
course of treatment. Where there were side 
reactions causing complaints related to the 
gastro-intestinal tract, liver function studies 
were repeated immediately. The titration 
of the dose of nialamide required was accom- 
plished individually starting from smaller 
amounts and increasing the dose until the 
desired effect was reached. Treatment was 
interrupted if the antidepressant action was 
not evident within three weeks or if side re- 
actions proved serious. The patients who 
showed the presence of serious suicidal 
trends were treated concurrently with elec- 
troshock or hospitalized and watched closely. 
Nialamide was used in doses of 75 mg. ini- 
tially with a maximum treatment dose of 
300 mg. daily and an average treatment dose 
of 100 to 150 mg. The lowest maintenance 
dose was 25 mg. The mean maintenance 
dose was 50 mg. 


Study 


The study was performed on 57 patients— 
The ages of the 


35 women and 22 men. 
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women ranged from 20 to 71 years with the 
mean age of 45; the men ranged from 40 to 
71 years, the mean age being 54 years. 

Of the patients studied 20 had no previous 
depressive attacks, 22 suffered one previous 
attack, three two attacks and nine had more 
than three previous attacks. Ten patients 
had received electroconvulsive therapy dur- 
ing one or more of their previous attacks. 
None of the patients had a history of pre- 
vious suicidal attempts. The duration of the 
depressive illness prior to the initiation of 
therapy was up to one month in 14 patients, 
two months in ten patients, four months in 
eleven and up to one year in 13; in nine pa- 
tients depression existed for over one year. 
The majority of the patients had been 
treated with various tranquilizing drugs, 
sedatives, stimulants and imipramine HCl 
prior to the initiation of therapy with niala- 
mid and in most instances treatment had 
been instituted by the family physician. Pre- 
vious treatment was without benefit. Seda- 
tives were used in two patients and 39 pa- 
tients had various tranquilizing drugs. Imi- 
pramine HCl was used in ten and stimulants 
in two patients, Four of the treated patients 
were treated, during their previous attacks 
of depression, with iproniazid; three were 
improved during the previous attack. The 
ten patients treated with imipramine, dur- 
ing the present attack, failed to show satis- 
factory improvement. 

The diagnostic classification included the 
following categories: Manic depressive psy- 
chosis one patient, involutional depression 
19, psychotic depressive reaction 12, neu- 
rotic 19, reactive two, organic one, senile 
one, character neurosis with depressive re- 
action one, and schizoaffective schizophrenia 
with depression one. 

Table I shows the initial response by 
length of treatment. About one half of those 
who showed improvement responded within 
the first week. The most frequently ob- 
served responses were improvements which 
occurred from four to seven days from the 
initiation of theapy. The neurotic patients 
showed the response in most cases within 
about the first week of treatment with niala- 
mide while the endogenous group showed the 
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response in about two weeks, It is suggested 
that the longer response time can be attrib- 
uted to the existence of more severe depres- 
sion in this group. The neurotics responded 
in a somewhat different way from the pa- 
tients showing the endogenous depression. 
Their response was more spectacular in the 
majority of the cases treated, while the re- 
sponse of the endogenous group was gradual. 


TABLE I 
Initial Response by Length of Treatment 
Length of 
Treatment 
Neurotic Endogenous Other Total Pts. 
% % % % 
Up to 
lweek 12 21.0 8 140 2 35 22 38.46 
2weeks 4 7.0 15 260 —- - 19 33.4 
3weeks - —- 4 70 - - 4 7.0 
Noresponse 5 9.0 5 90 2 35 12 21.0 


Table II shows the overall response to ni- 
alamide. It is seen that the patients are clas- 
sified in three categories. The “excellent” 
group designates the patients who are con- 
sidered recovered from the depressive epi- 
sode but were not necessarily without main- 
tenance medication; the “good” group shows 
those who displayed a satisfactory remission 
of symptoms comparable with resumption of 
the premorbid mode of life and ability to 
perform a job but who may occasionally 
show some depressive manifestations. The 
“slight” and “poor” group consists of those 
who showed no, or slight improvement. The 
combined excellent and good remission com- 
prised a total of 78 per cent of all patients 
treated. The remaining comprised a group 
of six patients who remain unimproved, five 
patients who were subsequently treated with 
imipramine and improved and one patient 
who recovered after administration of elec- 
troshock therapy. In 20 of those 45 patients 
who were improved, the treatment was ter- 
minated within six weeks to one-half year; 
the remaining are still on maintenance doses 
and their treatment has ranged from four 
weeks to five months. 

Of the total number of improved patients 
five, or over nine per cent, were given elec- 
troconvulsive therapy either because of ex- 
istence of severe suicidal trends, or as it was 
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true in one case because of stupor and re- 
fusal to take nourishment. In view of this 
it is felt that in evaluation of the group of 
the improved patients the number of im- 
provements should be adjusted by about nine 
per cent for the application of electroshock 
therapy might have changed the results 
noted. The observation of those who were 
treated with electroshock therapy failed to 
reveal a “synergistic” action of nialamide 
with electroshock therapy. The number of 
treatments was not significantly lowered in 
this group. This series is, however, consid- 
ered too small to draw a definite conclusion 
as to the beneficial simultaneous application 
of nialamide and electroshock therapy. 


TABLE II 
Over-all Response to Nialamide 
% 
TABLE III 
Response by Type of Depression 
2 
33 
<3) 
% % % % 
Manic = 1 $1.75 
Involutional 19 336 10175 8 410 1 1.75 
Psychotic Depres- 
sive Reaction 12 21.0 4 70 4 70 4 7.0 
Neurotic 19 33.6 8140 7124 4 7.0 
Reactive 2 3.5 - - 
Organic &Senile 2 3.5 - - 275 
Character Neuro- 
sis w. Depression 1 1.75 —- - - 
Schizoaffective 
Schizophrenia 16175 - - 1 $1.75 -- 


with Depression 


Table III shows the response to nialamide 
by the type of depression treated. It is seen 
that the endogenous type of depression 
shows a larger improvement rate as com- 
pared with other depressive reactions yet 
the number of improvements in the neurotic 
group is significantly large. This is inter- 
preted as due to the beneficial result of the 
simultaneous application on nialamide with 
other psychotherapeutic agents. The latter 
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are considered to have accomplished the al- 
leviation of anxiety. The percentage of fail- 
ures in the psychotic depressive reaction and 
the neurotic groups were similar. The fig- 
ures pertaining to other than the endogenous 
and the neurotic groups are not considered 
reliable because of the small number of cases 
observed. 

Table IV shows the response to nialamide 
by severity of depressive reaction. The com- 
bined improvement rate is_ significantly 
larger in the group of severely depressed pa- 
tients but so is the percentage of failures. 


TABLE IV 
Response by Severity 
BA, 
% % % 
Mild 18 316 7 122 10 175 2 35 
Severe 19 684 15 264 13 229 10 17.5 


The presence of side reactions (Table V) 
was studied very cautiously, this being one 
of the main objectives of our study. Side 
reactions, not requiring discontinuance of 
treatment, were seen in close to 50 per cent 
of cases treated. Headaches, described most 
frequently as feeling of pressure in head,, 
occurred in over 15 per cent of the cases 
treated. Upper abominal discomfort de- 
scribed frequently as indigestion with nau- 
sea and pyrosis, bloating and at times ac- 
companied by constipation was present in 
about one-sixth of the patients treated. Pe- 
ripheral edema was present in two patients 
and cleared after adjustment of the dose in 
one and application of chlorothiazide in an- 
other patient. Fatigue was present in two 
patients after about two weeks of treatment 
and cleared without adjustment of the dose. 
Anxiety was increased in one and appeared 
in one other patient. In both cases applica- 
tion of a tranquilizing drug cleared this side 
reaction. Weight gain was present in over 
10 per cent of those improved; it amounted 
to a gain of over 20 per cent of the original 
weight in three of these patients. Some of 


the side reactions cleared spontaneously, 
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others required adjustment of the dose or a 
medication as mentioned above. Agitation 
was present in four patients with endogenous 
depression and was extremely severe in two 
and became a cause for discontinuance of the 
treatment in these two patients when large 
doses of tranquilizing drugs were ineffective. 
Hypotension was very severe in two cases 
and required discontinuance of therapy. It 
was of postural type in one case and cleared 
shortly after discontinuance of nialamide. In 
the other case the hypotension, which oc- 
curred in an ordinarily normotensive middle- 
aged female, was extremely severe and per- 
sisted even in recumbent position for a pe- 
riod of about ten days following discontin- 
uance of treatment. Other study in this 
case failed to reveal any acute myocardial 
abnormality. This patient, however, re- 
mained improved as far as depression was 
concerned in spite of abrupt discontinuance 
of nialamide. 


TABLE V 
Side Reactions 
Requiring Not Requiring 
Discontinuance of Treatment 
RAV 2 3.5 ~ 
- = 9 15.8 
Abdominal Discomfort ... 6 105 
Peripheral Edema ............ - - 2 3.5 
2 3.5 2 3.5 
AGAIN. = 5 9.0 


The review of laboratory data failed to 
reveal presence of toxic reactions. None of 
the patients had a history of hepatitis in the 
past. None of the patients developed clini- 
cal or subclinical jaundice. Two of the pa- 
tients treated with nialamide had to undergo 
cholecystectomy while under nialamide ther- 
apy. Both had a history of cholelithiasis 
confirmed by X-ray. One of these patients 
returned to maintenance doses of nialamide 
three weeks after surgery. The other did 
not require any more nialamide. One of the 
patients, an alcoholic, showed presence of 
findings, consistent with Laennec’s cirrho- 
sis. His liver function has markedly im- 
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proved on nialamide and the state of nutri- 
tion became significantly better. The decision 
to treat the patient with nialamide in spite of 
the fact that Laennec’s cirrhosis constitutes 
contraindication to treatment with M.A.O. 
inhibitors was based on the fact that the 
patient has serious myocardial changes and 
hypertension which ruled out possibility of 
application of electroshock therapy and he 
had not responded to imipramine. 

There have been no toxic effects observed 
on blood-forming organs. No allergic reac- 
tions were observed in any of the patients 
treated. 


Summary and Conclusions 


In a group of 57 patients treated for de- 
pressive syndromes for a period of three 
weeks to six months the rate of excellent 
and good improvements was considered sig- 
nificantly higher than the spontaneous re- 
mission rate, even if adjustment is made for 
the nine per cent of those who improved with 
simultaneous uses of electroshock. The re- 
mission rate, due to nialamide in the endo- 
genous type of depression was found higher 
as compared with the neurotic depression. 
The neurotic, however, showed a good remis- 
sion rate. The mode of initial improvement 
in the neurotic group was more abrupt and 
more spectacular while in the endogenous 
group it was slower and more gradual. Tran- 
quilizing drugs were found to be of great 
benefit in treatment of neurotic depressions 
and an excellent and necessary adjunct to 
therapy in those endogenous depressions 
where anxiety, agitation and sleeplessness 
were severe. 

No conclusion can be drawn pertaining to 
existence of beneficial simultaneous use of 
nialamide and electroshock therapy but syn- 
ergistic action does not seem to exist. 

Side reactions were observed in about 50 
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per cent of the cases treated but most of 
these were not serious and were spontane- 
ously alleviated with adjustment of the dos- 
age of nialamide. The most severe side reac- 
tions requiring discontinuance of treatment 
consisted of agitation in over three per cent 
of cases and severe hypotension in two cases, 
The hypotension was postural, at least in one 
case. 

Nialamide in this series proved to be non- 
toxic to the liver and the hemopoietic or- 
gans. It caused no allergic reactions. It is 
felt that it is inadvisable to prolong therapy 
in absence of response for over three weeks. 
The maximum and maintenance doses need 
to be higher than those originally advised by 
the manufacturer of the drug. Caution 
should be exercised to prevent severe side 
reactions of which the most serious seen was 
hypotension. 


202 Cornelia Street, Plattsburgh, N. Y. 
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BOOK REVIEWS 


SOME GUIDE LINES FOR EVALUATIVE RE- 
SEARCH, Assessing psycho-social change in indi- 
viduals. Elizabeth Herzon, U. S. Department of 
Health, Education and Welfare, Social Security 
Administration, Children’s Bureau, 1959. 

This government publication represents one of the 
biggest bargains currently available for anyone in- 
terested in doing research in the medical and so- 
cial sciences. The author presents a concisely for- 
mulated, well defined and accurate summary of the 
various factors and procedures that go into evalua- 
tive research, and discusses in concise, yet detailed, 
fashion the various steps that must be undertaken 
if valid research in the area of evaluation of psy- 
cho-social change is to be accomplished. 

The author draws from an impressive list of 345 
references to substantiate the points that she makes 
about the problems, errors and pitfalls that are un- 
fortunately so common in the design of evaluative 
research projects. I believe it should be possible 
for a relatively unsophisticated individual to design 
an adequate research project following the guide 
lines established in this volume. 

Of interest are the questions raised in the last 
chapter, especially the specific “‘don’ts and do’s” 
that are discussed in the chapter. The final com- 
ments in the appendix regarding the current con- 
troversy about outcome studies of the psychothera- 
peutic treatment process I believe represent a very 
sound, practical approach to the questions that have 
been raised by the recent critical studies of out- 
come in psychotherapy. 

I feel that this volume is a must for anyone 
contemplating research in the general area of pys- 
chological or social functioning. 

Bernard C. Glueck, Jr., M.D. 


PSYCHOPHARMACOLOGY PROBLEMS IN EVALU- 
ATION. Jonathan O. Cole and Ralph W. Gerard, 
Editors. National Academy of Sciences, National 
Research Council, Washington, 1959. 

This volume is a report of a series of conferences 
held in Washington, D.C., September 18-22, 1956. 
At that time chlorpromazine and reserpine were 
the two tranquilizing agents best known with a few 
others just coming into investigational use. LSD-25 
was the main psychotomimetic drug then used. 

The second section deals with problems of screen- 
ing the new drugs and is concerned primarily with 
the preliminary screening in animals, with a very 
good section on the use of animals in behavioral type 
experiments, to try to assess the behavioral effects 
of these compounds. 

The third and fourth sections deal with patient 
selection and the control of the experimental set- 
ting. The problems raised here are still quite per- 
tinent, although many answers are currently avail- 
able to questions raised at that time, while a good 
number of the problems still remain to be answered, 


or have only partially satisfactory answers. The 
last section deals with the entire problem of evalua- 
tion of the results of treatment, an area that still 
presents many problems today. Perhaps one of the 
best summaries of answers to the questions raised 
in this section is the recent publication ‘Problems 
in Evaluational Research” by Barbara Herzog, pub- 
lished by the Department of Health, Education and 
Welfare in 1959. 

In summary, much cf the material contained in 
this book is still of general interest and concern, 
but it tends to be somewhat out of date, especially 
the sections dealing with the specific psychophar- 
macological agents which have been supplanted in 
most instances by newer and more effective chemi- 
cals. However, both chlorpromazine and reserpine 
are now considered the standard agents in various 
studies, and are used as the yardstick against which 
the efficacy of new medications are compared. From 
the standpoint of the historical development of the 
entire field of psychopharmacology and as a back- 
ground for current studies and current methodolog- 
ical problems in the field, this volume represents an 
important reference point. 

Bernard C. Glueck, Jr., M.D. 


SYMPATHECTOMY, AN ANATOMICAL AND PSYS- 
IOLOGICAL STUDY WITH CLINICAL APPLICA- 
TIONS. By P. A. G. Monro. Pp. 290. Oxford Uni- 
versity Press, London, 1959. 

P. A. G. Monro in this monograph has documented 
an extensive review of the anatomy and physiology 
of the sympathetic nervous system with his pains- 
takingly careful clinical observations on more than 
50 patients who have been subjected to various 
types of sympathectomy. His approach to the 
problem has been to record the patterns of sweat- 
ing activity in order to detect the presence or ab- 
sence of intact sudomotor pathways, and to meas- 
ure blood flows in the fingers and toes in order to 
detect the presence or absence of vasomotor inner- 
vation. His monograph contains an appendix de- 
scribing and illustrating in much detail the clini- 
cal apparatus used. 

This monograph is divided into three parts, each 
part containing an historical introduction. The first 
part is a detailed account of clinical observations 
at varying intervals of time postsympathectomy of 
the changes in the sweating pattern and vasomotor 
innervation. This section is replete with detailed 
dermatome charts illustrating the patterns result- 
ing in the patients who have had various types of 
sympathectomy. The second part records the post- 
mortem findings in one patient who had been pre- 
viously tested after paravertebral sympathectomy. 
He also discusses probable explanations for auto- 
nomic activity retained in other areas after sym- 
pathectomy and he reviews and documents histologi- 
cally the presence of Intermediate Sympathectic 
Ganglions. The third part discusses his observa- 
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tions on the changes in vasomotor innervation after 
sympathectomy and includes a discussion of why 
the recovery of functions after sympathectomy and 
his explanation that it is due to collateral sprout- 
ing rather than reinnervation of sympathetic nerve 
fibers. 

There is an excellent bibliography and a detailed 
index concluding the volume. 

G. W. Anderson, M.D. 


THE CENTRAL NERVOUS SYSTEM AND BEHAV- 
IOR. Transactions of the Second Macy Confer- 
ence, 1959. Madison Printing Company, Inc., pp. 


356. $4.75. 
This, like the other Macy conferences, represents 


a multiprofessional approach the purpose of which 
is to bring together a group with a number of dif- 


ferent backgrounds in an attempt to stimulate 
research and to promote more effective communica- 
tion between the various disciplines. The book re- 
tains the informal nature of the conference with 
its give and take, its questioning and clarification 
which makes for interesting and exciting reading. 
The main topics are the limbic system with respect 
to two basic life principles, the hippocampus and 
higher nervous activity, reversible decortication and 
behavior, and EEG studies in conditional reflex for- 
mation. Also included is a brief summary of the 
recent colloquium on electroencephalography and 
higher nervous activity held in Moscow. To sum- 
marize this book in a few words is impossible. It 
is recommended most highly to all who have an 
interest in the brain and behavior. 
Chester F. Cullen, M.D. 


Saint Joseph Sanitarium 
(Supervision of Sisters of Mercy) 
P. O. BOX 236 — DUBUQUE, IOWA 


or phone 3-8291 for information 


Mild Mental and Nervous Cases 
also 


Convalescent and Rest Patients 


Shock Therapy, Hydrotherapy, Physiotherapy, Occupational Therapy. 
Competent Staff. 


NOW AVAILABLE 


each, plus 25 cents mailing fee. 


LIBRARY VOLUME FILES FOR 
Diseases of the Nervous System 


In response to frequent requests, we are making available to subscribers a library 
volume file in which copies of Diseases of the Nervous System may be filed and stored. 
These files may be purchased, embossed with the volume number and year, for $2.00 


PHYSICIANS POSTGRADUATE PRESS 
277 BROADWAY - NEW YORK 7, N. Y. 


PUBLICATION OF TRANSACTIONS 


The Physicians Postgraduate Press announces its service of the prompt 
and accurate publication of the proceedings of professional meetings. 


PHYSICIANS POSTGRADUATE PRESS 
277 BROADWAY - NEW YORK 7, N. Y. 
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BALDPATE, Ine. 


Geo. Fleetwood 2-2131 Georgetown, Mass. 
Located in the hills of Essex County, 30 miles north of Boston 
For the treatment of | 
psychoneuroses, personality disorders, psychoses, alcoholism and drug addiction. 
Definitive psychotherapy, somatic therapies, pharmacotherapy, milieu-therapy under 
direction of trained occupational and recreational therapists. 
Accredited by Joint Commission on Accreditation of Hospitals 
HARRY C. SOLOMON, M.D. GEORGE M. SCHLOMER, M.D. 
Consulting Psychiatrist Medical Director 


DEVOTED TO THE ACTIVE TREATMENT OF 


MENTAL and NERVOUS DISORDERS 


Specializing in Psycho-Therapy, and Physiological therapies includ- 


© Insulin Shock © Electro-Narcesis 
2828 S. PRAIRIE AVE. @ Electro-Shock ¢ Out — Shock Therapy 
CHICAGO 
Phone VIctory 2-1650 ALCOHOLISM Treated by Comprehensive Medical- 
J. DENNIS FREUND, M.D. 
Medical Director Psychiatric Methods. 


BEVERLY HILLS CLINIC and SANITARIUM 


210 N. Westmereland Avenue WHitehall 3-4651 
Dallas 11, Texas 


A private clinic and hespital for nervous and mental diseases beth fer in-patients and out-patients 

— a homelike environment with separate building units and special cottages—air-con- 
itione 

A complete neuropsychiatric diagnostic and treatment center including a department ef psychol- 

ogy—encephalography—clinical laboratory and X-ray—psychetherapy—electrosheck and insulin 

coma therapy, as well as psyeho-surgery. | 


ARTHUR J. SCHWENKENBERG, M.D. FRED H. JOEDAN, M.D. 

JOSEPH L. KNAPP, M.D. HENRY P. HARE, JR., M.D. 

JACKSON H. SPEEGLE, M.D. LUDLOW M. PENCE, M.D. 
Neurology Psychiatry 


A NEUROPSYCHIATRIC FOUNDATION 
THE 


ROGERS MEMORIAL HOSPITAL 


The Hospital is situated on the Nashotah Lakes, 30 miles west of Milwaukee, provid- 
ing the ideal, restful country environment and the facilities for the modern methods of 
therapy of psychoneuroses, psychosomatic disorders, alcoholism, and the other neurologic 
and psychiatric problems. Occupational therapy and recreational activities directed by 


trained personnel. 
OCONOMOWOC, WISCONSIN 
PHONE LOGAN 717-5535 


EUGENE FRANK, M.D. OWEN OTTO, M.D. LEROY A. WAUCK, PH.D. 
WILLIAM C. JANSSEN Medical Director Clinical Psychologist 
LOREN J. DRISCOLL, M.D. JOSEF A. KINDWALL, M.D. 


Consultant 
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GLENSIDE HOSPITAL 


FOUNDED 1909 


Located in an attractive rural setting in the heart of Boston for the care of nervous, 
mental and geriatric disorders, alcoholism and drug addiction. 


The new Ordway Therapy Unit includes the most modern electrotherapy equipment. 


Anesthesia by the Hand-Auden Associates and trained personnel available to cour- 
tesy staff. 


RUTH M. CROSSFIELD, M.D., Medical Director DorRIS M. HORWOOD, Superintendent 
6 PARLEY VALE, JAMAICE PLAINS, MASS. 
JAMAICA 4-0044 RATES MINIMAL 


50 BEDS HILLCREST HOSPITAL J st.1905 


(formerly The Retreat, Inc.) 
DES MOINES 12, IOWA 


For the diagnosis and treatment of Nervous and Mental Disorders 
in a homelike environment. 


Occupational Therapy, Physiotherapy and Shock Therapy 
Open Psychiatric Staff 


HERBERT C. MERILLAT, M.D., Medical Director HERBERT W. VETTER, Administrator 


P I N E W O O D Dr. Joseph Epstein, F.A.P.A. iain en ahi 


Dr. Louis Wender, F.A.P.A. 
DR. WALTER A. THOMPSON, F.A.P.A., Clinical Director 


Westchester County - Route 100 - Katonah, N. Y. - Tel.: Central 2-3155 


A competent sixty bed hospital, psychoanalytically oriented but using multi-disciplinary approach. 
Patients admitted for ‘‘short-term’’ therapy or more prolonged study. Additional facilities for 
O.P.D., Day Center Therapy and consultation. Weekly clinical conferences open to the profession. 
A.P.A. members may receive staff privileges and treat their own patients. 


New York City Offices 
DR. EPSTEIN—975 Park Ave.—Tues., Thurs., Sat. RH 4-3700 
DR. WENDER—59 East 79th St.—Mon., Wed., Fri. BU 8-0580 


FAIR OAKS 


INCORPORATED 
SUMMIT, NEW JERSEY 


A fully approved Hospital for intensive treatment and management of 
problems in Neuropsychiatry 


OSCAR ROZETT, M.D. THOMAS R. PROUT, JR. 
Medical Director Administrator 
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SANITARIA DIRECTORY 


The institutions listed below are among the finest private sanitaria in the United States. 
They offer private, individual specialized care to the patient. 


BALDPATE, INC. 


GEORGETOWN, MASSACHUSETTS 


HALL-BROOKE 


GREEN FARMS, CONN. 


BEVERLY HILLS CLINIC AND 
SANITARIUM 


DALLAS 11, TEXAS 


HILLCREST HOSPITAL 
(formerly The Retreat, Inc.) 


DES MOINES 12, IOWA 


ELMLAWN (The Wilgus Sanitarium) 


ROCKFORD, ILLINOIS 


PINEWOOD 


KATONAH, NEW YORK 


FAIR OAKS 


SUMMIT, NEW JERSEY 


RING SANATORIUM 


ARLINGTON, MASSACHUSETTS 


FAIRVIEW SANITARIUM 


CHICAGO, ILLINOIS 


ROGERS MEMORIAL HOSPITAL 


OCONOMOWOC, WISCONSIN 


FOREST SANITARIUM 


DES PLAINES, ILLINOIS 


ST. CLAIR HOSPITAL 


DETROIT 14, MICHIGAN 


GLENSIDE 


BOSTON 30, MASSACHUSETTS 


ST. JOSEPH SANITARIUM 


DUBUQUE, IOWA 
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Proven 


in over five years of clinical use and 
more than 750 published clinical studies 


Effective 


for relief of anxiety and tension 


Outstandingly Safe 


* simple dosage schedule produces rapid, reliable 
tranquilization without unpredictable excitation 


* nocumulative effects, thus no need for difficult 
dosage readjustments 


* does not produce ataxia, change in appetite or libido 


e does not produce depression, Parkinson-like symptoms, 
jaundice or agranulocytosis 


¢ does not impair mental efficiency or normal behavior 


Miltown: 


meprobamate (Wallace) 


Usual dosage: One or two 400 mg. tablets t.i.d. 


Supplied: 400 mg. scored tablets, 200 mg. sugar-coated 
tablets; or as MEPROTABS*— 400 mg. unmarked, coated tablets. 


WALLACE LABORATORIES / Cranbury, N. J. 


om -2058 


| 
| 


